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In 2010, an estimated population of the 311,212,863 Americans generated approximately 
1,014,688,290 physician office encounters (Moore, 2010).  The frequency and number of 
professional interactions between caregivers and patients/family members in medical office 
settings equated to a staggering 1,931 visits per minute.  Based on the massive volume of 
interactions that occurred between patients of different races, ethnicities, genders, sexual 
orientations, and socioeconomic standings that generated an average household income of 
$49,445 in 2010 (United States Census Bureau, 2010a) with a physician workforce that the 
Association of American Medical Colleges (2010) captured as being 75% White that earned 
(primary care specialties) in excess of $190,000 per year in personal income (Hyden, 2011), a 
paradigm for potential discrimination is created through heterogeneous customers seeking health 
care services from a mostly affluent homogeneous workforce.  What are the experiences of the 
underinsured in attempting to obtain routine and emergent medical care in the United 
States?  Based on the identified void in the current body of scholarship that leaves silent the 
voices of millions of underserved and socioeconomically disadvantaged patients, this dissertation 
will extend the muted voices and, thus, create a platform to learn through the patients' personal 
contexts and unique health stories.  The electronic version of this Dissertation is at OhioLink 
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Chapter I: Introduction 
The significance of this study was based on the fact that the voices of the impoverished 
have been marginalized and, effectively, silenced.  Although this provocative and powerful 
assertion may lead one to believe that this is the result of an intentional conspiracy with global 
ramifications, I found no evidence suggesting that the outcome was the result of a planetary 
conspiracy.  On the contrary, I discovered evidence suggesting that, in many instances, this was 
the result of well-intentioned politicians, researchers, etc. intervening on behalf of the indigent.  
When others intervene, however, those who are not living the reality of socioeconomic 
oppression provide meaning.  Messages of the poor are essentially filtered and altered, which 
transforms the voices of the impoverished into nothing more than vignettes—sound bites—that 
provide emphasis for other people’s messages.  Narayan, Chambers, Sah, and Petesch (2000) 
underscored this assertion by stating that “there are 2.8 billion poverty experts, the poor 
themselves.  Yet the development discourse about poverty has been dominated by the 
perspectives and expertise of those who are not poor—professionals, politicians, and agency 
officials” (p. 2).   
 Unfortunately, on a more granular level, the voices of the impoverished (i.e., the 
underinsured) were missing from the health care literature; specifically, there was a profound 
lack of comprehension due to the missing depth that can be provided only by those who 
experience on a daily basis the challenges of being impoverished.  Narayan et al. (2000) 
supported the issues of depth and breadth of understanding: “From poor people’s perspectives, 
ill-being or bad quality of life is much more than just material poverty.  It has multiple, 
interlocking dimensions.  The dimensions combine to create and sustain powerlessness, a lack of 





impoverished underscored the significance of this study, and multicontinental researchers are just 
beginning to look for ways to incorporate voice.  Researchers in the United Kingdom supported 
this assertion:  
As citizens, and therefore as financial contributors and part owners of the NHS [National 
Health Service], a strong case can be made that consumers should have a voice about 
service development, audit and research issues that serve to improve its functioning.  
(J. Boote, Telford, & Cooper, 2002, p. 218)   
 
It is important to note that within the United Kingdom, the discussion currently centers on how 
to envelop the voices of the patients who receive care, which is powerful, based on the 
theoretical equal footing that the patient populace enjoys through socialized medicine  
(i.e., access without regard to socioeconomic standing).  Within the United States, researchers 
are also wrestling with the issue of extending voices: 
How do we involve people with no voices, people with weak voices, and people with 
incomprehensible voices in the interview?  How are the stories of the very young, the 
people with cognitive impairments, the people with contaminable illnesses, and the 
strangers going to be told? (Nunkoosing, 2005, p. 705) 
 
Researchers are just beginning to question how to capture voices and document missing 
perspectives, contexts, and stories of the underinsured; this is what makes this original research 
significant in the field of health-care-related research.  Nevertheless, and unfortunately, the 
recent progress, from a research perspective, must overcome the historical marginalization of the 
socioeconomically disadvantaged, which is traditionally steeped within a context that favors 
those residing in the “upper” classes. 
Background 
Classism served as the basis for this study; specifically, this study focused on the targeted 
differential treatment of the socioeconomically disadvantaged in health care.  This genre of 





and remain, mostly muted, despite the literature that underscored the three distinct patterns of 
lack of access to health care services, inappropriate behavior, and inequitable treatment options 
or outcomes, which are based on the insurance statuses of patients who require care versus their 
health-related needs.  Unfortunately, classism is not a new concept; on the contrary, the genesis 
is as old as the concept of wealth and currency.  This can be seen from a macro viewpoint; 
essentially, a resource-based reality separates people into “classes” and is, sadly, based upon the 
monetary capital individuals have at their disposal.  Wright and Perrone (1977) captured the 
historical genesis of classism through the lens of Karl Marx:  
The traditional Marxist analysis of the class structure of capitalist society has centered on 
three criteria underlying social relations of production: (1) ownership of the means of 
production; (2) purchase of the labor power of others; (3) sale of one's own labor power. 
(p. 33)  
 
This early perspective on capitalism placed human beings into distinct categories: 
Capitalists own their own means of production, purchase the labor power of others and 
do not sell their own labor power; workers do not own their own means of production and 
therefore cannot purchase the labor power of others, but do sell their own labor power to 
capitalists; and the petty bourgeoisie do not sell their own labor power, nor (except 
perhaps in a very limited way) purchase the labor power of others, but do own their own 
means of production. (p. 33) 
 
From the Marxist perspective, two dominant classifications of social standing exist—there are 
those who purchase the labor and those who supply it.  Sociologist Max Weber (1968) further 
underscored the direct correlation between socioeconomic conditions and class in his seminal 
work Economy and Society: “We may speak of a ‘class’ when . . . this component is represented 
exclusively by economic interests in the possession of goods and opportunities for income”  
(p. 927).  Galobardes, Shaw, Lawlor, Lynch, and Smith (2006) supplemented this theme by 





research; the analysis highlighted that income was the one common thread that tied the tapestry 
of determinants together from childhood to retirement (p. 8).   
Based on the premise that class in the United States is directly tied to income, I 
reformatted elements of Francis’ (2012) article “Where Do You Fall in the American Class 
System?” to highlight the class categories by income level (see Table 1.1).  Based on the 
reclassification, within the United States, 15.9% of the population, or roughly 48.5 million 
Americans (Bishaw, 2012, p. 1), are within the socioeconomic category of lower class, poor, 
and/or impoverished.  Class, as it applies to health care, generally results in the lower class 
qualifying for Medicaid (i.e., at or below 100% of the federal poverty guidelines [FPL]); 
however, despite insurance coverage, there are innumerable challenges facing the impoverished 
that are materially affecting their health and resulting in an alarming rate of disparities 
throughout the country.  Mendes (2010) supported this by noting that “low-income Americans 
are more likely than their high-income counterparts to say they have been diagnosed with each of 
the chronic conditions Gallup asks about” (para. 4).  Additionally, the Gallup-Healthways Well-
Being Index (see Table 1.2) demonstrated that there is a direct correlation between income and 
health status, with those residing in the low-income class at risk for all 11 measures versus those 
generating more income.  Based on this evidence, it may be counterintuitive to create additional 
opportunities for the impoverished to obtain health insurance; essentially, efforts of health 
reform may not result in increased access and better health-related outcomes.  
On March 23, 2010, President Barack Obama signed into law the Affordable Care Act, 
which executed legislation designed to provide access to health care services to millions of 
uninsured patients.  DeParle (2010) highlighted one of the primary access strategies of the health 





133 percent of the federal poverty level. 16 million people are estimated to gain coverage 
because of the Medicaid expansion” (DeParle, “Affordable Care Act Solutions,” row 2, para. 2).  
By expanding the Medicaid threshold to 133% of FPL via health care reform, the alarming rate 
of disparities may not be decreased; on the contrary, reform could potentially increase the 
prevalence of an appalling and demoralizing barrier that deters individuals from receiving care.  
This differential treatment is based on low socioeconomic status.  Examples of this form of 
discrimination have been littering local and national newspapers, as reported in a recent New 
York Times article quoting an emergency room physician who stated that “having a Medicaid 
card in no way assures access to care” (Pear, 2011, para. 3).  
Unfortunately, socioeconomic discrimination in health care is not unique to a single 
emergency room; on the contrary, consider the following: In 2010, an estimated population of 
the 311,212,863 Americans generated 1,014,688,290 physician office visits (Moore, 2010).  The 
frequency and number of professional interactions between caregivers and patients/family 
members in medical office settings equated to 1,931 visits per minute.  Based on the massive 
volume of encounters that occurred between patients of different races, ethnicities, genders, 
sexual orientations, and socioeconomic standings that generated an average household income of 
$49,445 in 2010 (United States Census Bureau, 2010a) with a physician workforce that the 
Association of American Medical Colleges (2010) captured as being 75% White that earned 
primary care specialties in excess of $190,000 per year in personal income (Hyden, 2011), a 
paradigm for potential discrimination emerges through heterogeneous customers seeking health 
care services from a mostly affluent homogeneous workforce.  
 A systematic review of the literature highlighted that (a) there are three themes of 





(b) targeted differential treatment based on socioeconomic status is prevalent in health care 
versus being isolated to a single geographic area or group of physicians.  Specifically, I reviewed 
in detail the following three themes:  
• Access: an inability to obtain services from health care professionals.  
• Outcomes: treatments and/or the results of treatments that are not equitable to the 
outcomes experienced by patients with commercial insurance. 
• Behavior: direct feedback/firsthand accounts of discriminatory behavior based on 
insurance status. 
Access.  Blanchard et al. (2008) captured the discriminatory practice of denying access 
based on insurance in their study featuring an individual secret shopper calling physician offices 
and posing as a patient with commercial insurance and then calling the same office and posing as 
a patient with Medicaid:  
Seventy one percent of calls for privately insured hypothetical patients resulted in a 
successful appointment.  Medicaid fee-for-service was associated with a significantly 
lower rate of successful appointments (36.6%) than private insurance (p=.002.) 
Uninsured “patients” had only a 13% success rate when considering out-of-pocket 
payment limitations of less than $50 (p<.001 compared with private). (p. 687) 
 
Although I could argue that this falls under the definition of discrimination (i.e., differential 
treatment and oppressive practices), it does not adequately address the counterargument of 
Cohen and Cunningham (1995), who reported that “research on Medicaid physician payment 
policies has shown that payment levels are a primary determinant of office-based doctors’ 
participation in the Medicaid program” (p. 255).  The research supported anecdotal assertions 
from innumerable physicians who claimed they cannot afford to allow access to many, if any, 
Medicaid recipients due to the economic burden it places upon their respective practices.  Under 





escalating, and, as private business owners, they can exercise the option under the current system 
to opt out of providing care in their offices for Medicaid recipients.  Nevertheless, I easily 
unearthed more than 30 scholarly, peer-reviewed papers detailing that insurance status does 
influence health care access.  The final two discrimination themes are not debatable and are 
unacceptable, if not horrific. 
Outcomes.  In addition to limited access and differential treatment, Medicaid recipients 
receive different care options and dissimilar medical treatments based on insurance status.  
Unfortunately, this results in outcomes disparities based on socioeconomic standing (i.e., 
Medicaid insurance coverage) versus the severity of the condition or disease process.  Shaw, 
Killeen, Sullivan, and Bowman (2011) captured the potential genesis of the outcomes disparity 
for diabetes mellitus: “Findings of this study suggest that adults who are utilizing Medicaid or 
are uninsured do not get the amount, type, or quality of DSME [diabetes self-management 
education] needed to sustain successful self-management” (p. 814).  Additionally, Moreland, 
Zhang, Dissanaike, and Arya (2009) highlighted that women with commercial insurance who 
were diagnosed with breast cancer were four times more likely to receive breast conservation 
surgery than underinsured women, and Brandon et al. (2009) captured the discriminatory 
treatment of preterm neonates who were discharged with fewer resources (e.g., home oxygen) if 
their parents’ insurance statuses were Medicaid versus commercial insurance.  In all cases, the 
treatment decisions were predicated on insurance statuses versus medical necessity. 
The studies on outcomes are disturbing examples of backstage discrimination.  Picca and 
Feagin (2007) coined and explained the term backstage: 
The backstage arena is generally viewed by a great many whites as a space that is safe  
from certain frontstage expectations about interpersonal politeness on racial matters.  In 
the frontstage, most whites know that the expression of blatantly racist sentiments is 





whites are present, however, openly racist comments and jokes are not out of the 
ordinary.  Indeed, they are usually tolerated if not encouraged—and sometimes are even 
expected. (p. 91) 
 
The relevant literature suggested that the backstage does not pertain only to discrimination based 
on race; on the contrary, it is linked to socioeconomic status, and it is prevalent in the health care 
industry.  The aforementioned examples demonstrated backstage decisions based solely on 
insurance classification; additionally, a parallel can be drawn to the Picca and Feagin (2007) 
comment that backstage discrimination is sometimes expected.  To underscore this assertion, 
Goldberg and Simundson (1991) captured the common practice of gatekeeping in health care: 
“Establishing a system for gatekeeping is important because significant control of payer mix and 
length of stay resides with the unit gatekeeper” (p. 313).  The gatekeeper in this context is in 
charge of managing the types of patients who are admitted based on insurance classification.  
However, the gatekeeper concept extends beyond the admissions process; it is a premeditated 
process of making decisions that places insurance status above the medical needs of the patients 
being served.  
It is important to note that there are alternative explanations for disparities in health care; 
specifically, the Robert Wood Johnson Foundation (2007) highlighted language/cultural barriers 
(p. 5), source of care (p. 6), and income/cost (p. 8) as other competing themes that place 
obstacles in the paths of the underserved who seek care.  Nevertheless, individuals who navigate 
past these obstacles may be confronted with the bitter reality that socioeconomic discrimination 
in health care is not limited to the backstage; on the contrary, there are also numerous examples 
of it thriving on the frontstage.  
Behavior.  Picca and Feagin (2007) defined the term frontstage:  
The frontstage is a more public place, a multiracial place where there are interactions 





their white friends and relatives, for they have more public character with strangers from 
other racial or ethnic backgrounds. (p. 43) 
 
In the health care context, the frontstage equates to medical professionals interacting with 
patients of varying socioeconomic backgrounds.  Additionally, there are studies that captured 
what Picca and Feagin described as aggressive and confrontational frontstage discrimination.  
Specifically, Mofidi, Rozier, and King (2002) captured patients’ voices, which brought to life the 
discriminatory behaviors inflicted on the quoted participants through the actions of the 
inappropriately behaving front-desk staff:  
Referring to the front-office staff, participants made such comments as “They don't care 
if you wait,” “They prejudge because of who you are,” “They roll their eyes at you,” 
“They think you're beneath them just because you get Medicaid,” and “They make you 
feel like you're worthless.” (p. 55) 
 
Unfortunately, this unacceptable treatment due to Medicaid insurance status is not an isolated 
incident.  Semansky and Koyanagi (2003) detailed similar experiences of parents who attempted 
to obtain mental health services for their children on Medicaid: “Many parents reported that 
providers assumed that they had poor parenting skills” (p. 24).  The assumption of poor 
parenting skills based on the level of insurance coverage is an example of the widely shared 
conscious associations and stereotypes the underinsured must overcome on a daily basis.  Lam, 
Riedy, and Milgrom (1999) provided further evidence by demonstrating that dentists who 
attempt to improve access for Medicaid recipients must start with the cultural sensitivity of their 
own front-office personnel who are known to treat patients differently based on insurance status.  
To better comprehend the vulnerability of underinsured patients, I explored the power dynamic 






Based on a systematic review of the literature on socioeconomic discrimination in health 
care (see Chapter II), I found that access studies outpace studies that document direct behavior 
toward patients at a ratio of 6 to 1.6.  Furthermore, while searching for the patients’ voices by 
excluding surveys in favor of direct patient feedback, I discovered that quantitative studies 
disproportionately consumed the fund of literature, with quantitative methodologies outpacing 
qualitative phenomenological studies by a factor of 6 to less than 1.  Why is this important?  
Mead and Bower (2000) highlighted that “by interrupting the patient's ‘voice of the life world’ 
with response-constraining questions, the doctor's ‘voice of medicine’ effectively strips away the 
personal meaning of the illness” (p. 1089).  Unfortunately, quantitative research that effectively 
left the patients’ voices muted or limited reflected this paradigm, even though the studies 
explored the health issues and obstacles that directly impacted the socioeconomically 
disadvantaged patient populace.  Building on the powerful assertion that a preponderance of 
patients have voices that are lost or limited, it is important to note that the current body of 
research excluded or minimized the firsthand perspectives of the patients in favor of statistical 
analyses of claims-based datasets, secret-shopper phone calls to practices, etc. that did not 
capture the trenchant firsthand accounts of the struggles of the underinsured who try on a daily 
basis to receive health care services.  
 Based on the documented lack of voices, contexts, and life stories within the current body 
of literature, coupled with the challenge issued by Featherstone (1989) 15 years ago that “we 
need scholarship that can take voice and voices seriously” (p. 378), I developed the following 





and contexts of the patients who struggle on a daily basis to obtain routine and emergent health 
care services. 
Two articles—one quantitative and one qualitative—that reflected the current body of 
scholarship and the lack of contextual depth available within the relevant research literature 
underscored the problem statement.  In the quantitative article, Kerr and Sui (1993) detailed a 
study they conducted in Los Angeles to determine if recently discharged patients had access to 
posthospitalization care, and if not, the authors questioned whether the lack of access increased 
the prevalence of patients being readmitted due to outpatient physician access.  It is worth noting 
that “discharge planning was documented for 97 percent of patients” (p. 133).  This is a crucial 
piece of information; from a continuum-of-care perspective, it validated that the patients 
received counseling on the importance of timely posthospitalization follow-up care in 
maintaining their health, and the authors supported that “studies have shown that patients who 
have regular physicians have fewer emergent hospitalizations and suffer less delay before 
hospital admission” (p. 134). 
The patient characteristics in the study were as follows: “There was a total of 1,580 
discharges (38 percent Medicare, 25 percent Medicaid, 4 percent no insurance, 33 percent private 
insurance)” (Kerr & Siu, 1993, p. 136).  The mix of patients based on insurance status was an 
important variable based on the premise that lower paying insurances may equate to less access 
for follow-up care.  “Data were collected from patients admitted through the emergency 
department between September 1 and December 31, 1990” (Kerr & Siu, 1993, p. 134).  The 
researchers included in their study patients who did not have listed primary care providers.  They 





discharge, and engaged them in a 10-minute telephone survey.  If they could not reach the 
patients, the researchers mailed a copy of the survey to the patients’ places of residence. 
The results commenced with a pool of 1,580 discharges during the prescribed timeframe.  
The researchers paired down the discharges to n = 50, meaning that 50 patients comprised the 
subgroup of patients who had within their medical records no listed physicians or places for 
follow-up care (researchers verified this during the interview).  From this pool of patients, 
probabilities emerged that addressed the researchers’ hypothesis that insurance status does play a 
role in the ability to obtain a physician.  With this stated, the findings were as follows:  
• “Patients who had Medicaid or were uninsured were significantly less likely to 
receive follow-up than were those patients with Medicare or private insurance 
(p=0.042)” (Kerr & Siu, 1993, p. 137). 
• “Patients with Medicaid or no insurance could identify a regular physician 
significantly less frequently than could patients with Medicare or private insurance 
(p=0.007)” (Kerr & Siu, 1993, p. 137). 
Although the researchers demonstrated correlation between insurance status and access to 
follow-up care, the voices and the experiences of the underinsured individuals who were unable 
to obtain access to care were missing.  The missing platform to extend voices for those 
struggling to obtain posthospitalization care was a lost opportunity to enhance the knowledge 
imparted by enveloping the shared experiences of those struggling to find physicians who would 
accept them as patients.  
In the qualitative article, Mofidi et al. (2002) conducted a study in North Carolina during 
a period of three months that consisted of caregivers, and primarily mothers, who had sought 





diverse racial and ethnic backgrounds within three geographic areas of North Carolina participate 
in the research that “aimed to gain insight into the experiences, attitudes, and perception of a 
racially and ethnically diverse group of caregivers regarding barriers to dental care for their 
Medicaid-insured children” (p. 53).   The focus group themes—the perceived barriers that 
included the unacceptable behavior of dentists and their staff members—made this article unique 
because the voices of the research participants powerfully underscored and punctuated the 
themes: “‘They don’t care if you wait,’ ‘They prejudge because of who you are,’ ‘They roll their 
eyes at you,’ ‘They think you’re beneath them just because you get Medicaid,’ and ‘They make 
you feel like you’re worthless’” (p. 55).  Nevertheless, although the voices began to provide a 
sense of the pain and frustration, the article missed the participants’ contexts and stories, which 
are necessary for the reader to comprehend the situation from the perspectives of the participants 
versus the perspectives of the researchers.  Lawrence-Lightfoot and Hoffman Davis (1997) stated 
that “in qualitative inquiry and literature, voice has been used in a myriad (often confusing) ways 
to refer to a variety of perspectives” (p. 86).  
The previously referenced articles, reflective of the current body of scholarship, 
highlighted the overarching problem of the missing voices, contexts, and stories of the 
innumerable individuals who struggle to receive health care services in the United States.  
Additionally, they provided a lucid purpose for this dissertation. 
Purpose Statement 
The purpose of this phenomenological study was to extend the voices, capture the unique 
contexts, and simply tell the stories of the underserved who attempt to secure health care services 
for themselves and/or their family members, thus filling the documented void and adding to the 





important to note that malicious intent did not drive the silencing of voices, the elimination of 
contexts, and the absence of stories; on the contrary, these may have been artifacts of researchers 
directing the application of the participants’ voices for the intended audience of the research.  
Harris (2001) captured this research phenomenon:  
They spoke with passion and pain, revealing the complexities of their lived experiences; 
and it was real, but all of this was soon moderated by the voices of reasoned good 
intention.  The advocates, community workers, scholars and policy players felt it would 
be more effective to talk in more strategic and tactical terms about what was possible, 
given the political lay of the land . . . .  Whatever the wisdom in the ultimate strategy 
taken by the group, the voices of the very people whose lives were being affected were 
effectively silenced. (p. 6) 
 
Based on the Harris example, it is understandable why contexts and stories are missing from the 
body of literature; a robust multifocal perspective of the research participant would be more 
difficult to mold for the intended, generally academic, audience.  We are missing the 
epistemological framework required to comprehend the struggles of the underinsured, which is 
why capturing voices, contexts, and stories is so vitally important.  Based on this premise, 
coupled with the underlying importance of enhancing the voices of the socioeconomically 
disadvantaged, I utilized a research method that embraces the broader story versus an applicable 
vignette. 
Portraiture, by design, provides a method to create new meaningful knowledge.  
According to Lawrence-Lightfoot and Hoffman Davis (1997), portraiture was designed to 
expand beyond the academy in a format and method that resonates with a broader audience:   
Academicians tend to speak to one another in a language that is often opaque and esoteric 
. . . .  The formulaic structure of the written pieces—research question, data collection 
and analysis, interpretation, policy implications—is meant to inform, not inspire. (p. 10) 
 
Furthermore, Lawrence-Lightfoot and Hoffman Davis asserted that “portraitists write to inform 





altered, or revised.  Chapman (2005) supported this by highlighting that capturing the voices of 
research participants is paramount to such a research method: “In the methodology of portraiture, 
the multifaceted nature of voice must be recognized, evaluated, and integrated within the telling 
of the data” (p. 34).   
Why is capturing the voices of participants so important?  Eisner (1998) asserted that “the 
presence of voice and the use of expressive language are also important in furthering human 
understanding” (p. 37).  Thus, extending the unaltered voices of participants created new 
epistemological pathways to knowledge.  This timely study, therefore, adds knowledge to the 
current epistemological foundation and contributes to a deeper understanding of the challenges 
faced by the impoverished seeking on a daily basis to attain health care services.  
Nature of Study   
To provide new scholarship intended for a broader audience, I utilized the 
phenomenological research method of portraiture to capture voices, contexts, and the unique 
stories of the research participants.  From the phenomenological perspective, the foundation, as 
defined by Edmund Husserl, begins with consciousness: “He reasoned that anything that had to 
be dealt with in the world had to come through consciousness” (Giorgi, 2005, p. 76).  As 
outlined by Schwandt (2007), theoretical underpinnings of phenomenology evolved into a 
detailed description of experiences: 
insists on careful description of ordinary conscious experience of everyday life: 
the life-world a description of “things” (phenomena or the essential structures of 
consciousness) as one experiences them.  These phenomena we experience 
include perception (hearing, seeing, etc.), believing, remembering, deciding, 
feeling, judging, evaluating, and all experiences of bodily action. (section 1, para. 
1) 
 
Thus, the philosophical foundation of phenomenology created an avenue for the 





underscored this assertion by explaining that “in phenomenological philosophy the result 
of the eidetic reduction is universality, but the fact that the context and content of the 
experience play such a pivotal role limits the generalization in scientific analyses” (p. 81).  
The historical tradition of the phenomenological paradigm (i.e., expanding knowledge 
through the lived experiences of others) is extended, if not enhanced, through portraiture, 
a unique qualitative research method that weaves literary aesthetics with the academic 
rigor of phenomenology.  Lawrence-Lightfoot and Hoffman Davis (1997) highlighted 
that portraiture, by its design, is a genre that connects with an audience that is larger than 
the traditional base of researchers: 
Portraiture is a method framed by traditions and values of the phenomenological 
paradigm, sharing many of the techniques, standards, and goals of ethnography.  But it 
pushes against the constraints of those traditions and practices in its explicit effort to 
combine empirical and aesthetic description, its focus on the convergence of narrative 
and analysis, in its goal of speaking to broader audiences beyond the academy (thus 
linking inquiry to public discourse and social transformation), in its standard of 
authenticity rather than reliability and validity (the traditional standards for quantitative 
and qualitative inquiry), and in its explicit recognition of the use of self as the primary 
research instrument for documenting and interpreting the perspectives and experiences of 
the people and the cultures being studied. (p. 14) 
 
To conduct research that is appealing and easily comprehensible to those outside the academy, 
the portraitist captures the voices, highlights individual contexts (versus the positivist approach, 
which controls them), analyzes emerging themes, and deploys the researcher as the empirical 
tool for discovery.  
 The nature of this phenomenological study was to extend the voices, capture the contexts, 
and tell the stories of the impoverished attempting to obtain health care services in the United 
States.  Specifically, I added to the body of scholarship by capturing the voices, the contexts, and 
the emergent themes through the creation of portraits of six individuals who represented this 





Medicaid for the previous 24 continuous months and had received, or attempted to receive, 
health care services on a minimum of three occasions within the two-year timeframe.  
Additionally, to provide depth of understanding, I presented to four surgeons the socioeconomic 
discrimination themes captured through the systematic review of the literature.  I chose two 
physicians in northern Florida and two in central Florida, and I solicited their feedback and 
gathered sometimes-opposing perspectives with regard to the contexts provided by the 
underserved participants.  This allowed the discoveries of this research to be seen from (a) the 
perspectives of patients/participants/actors, (b) the perspectives of the researcher/portraitist, and 
(c) the perspectives of the physicians whom patients seek to provide their care.   
 Based on the identified void in the current body of scholarship that left the voices of 
millions of underserved patients muted, portraiture fills the hole by extending voices, enabling 
the readers opportunities to understand and imply their own meanings to the highlighted 
contexts, and capturing emergent themes that create a new fund of knowledge.  Although 
portraiture is a relatively new qualitative paradigm, it uniquely positions researchers/portraitists 
to partner with participants/actors in an effort to answer the established research question 
through the extension of their unique stories. 
Research Question 
 My research question, which was designed to provide considerable latitude for the 
research participants to tell their stories while providing me an opportunity to address the void in 
scholarship, was as follows: What are the experiences of the underinsured in attempting to 





It is important to note, as Lawrence-Lightfoot and Hoffman Davis (1997) captured, that 
the portraitist plays a role larger than simply extending a research question and collecting and 
analyzing data:  
The portraitist uses voice in many modalities in the field and in the text.  Voice speaks 
about stance and perspective, revealing the place from which the portraitist observes and 
records action, reflecting her angle of vision, allowing her to perceive patterns and see the 
strange in familiar. (p. 105) 
 
From this perspective, the role of the researcher becomes more salient, and the integration within 
the dialogue of a unique voice is equivalent to the role of a movie director, meaning the story, or, 
for this example, the screenplay, may have been written by another individual; however, the 
director’s primary responsibility is to ensure that it is communicated in a manner that is clear and 
appealing to a broader audience.  Additionally, recognizing a potential shortcoming within the 
methodology, Lawrence-Lightfoot and Hoffman Davis provided a gentle reminder to the 
portraitists that their voices should never become louder than the participants’ voices: 
And although it is always present, the portraitist’s voice should never overwhelm the 
voices or actions of the actors.  The self of the portraitist is always there; her soul echoes 
through the piece.  But she works very hard not to simply produce a self-portrait. (p. 105) 
 
It is imperative for researchers to know the potential shortcomings of the methodologies they 
intend to utilize to collect and analyze data.  With this stated, based on the unique role the 
researcher plays within portraiture methodology, I detailed my position through the disclosure of 
biases to ensure I did not unintentionally mute and/or alter the voices of the participants. 
Researcher’s Position 
As previously stated, portraiture, as a phenomenological research method, is unique in 
that it extends voices and provides the contexts, allows the readers opportunities to apply their 
own meanings, and captures themes.  Additionally, it uniquely positions the researcher as the 





aesthetically captivating prose with the academic rigor of phenomenology.  With this stated, I 
have provided an overview of my perspective, which has been shaped for the past 20 years by 
my position as a health care executive.  I have also underscored my unique position as the 
researcher, thus providing an open and honest avouchment of the biases and potential conflicts I 
worked to mitigate during the research process.  
The scope of my practice has been evolving since I entered the health care industry 20 
years ago, and, in all honesty, I am very saddened to admit that I was initially a functional and 
effective component of the problem, which is that insurance status does impact a patient’s ability 
to receive care.  Asplin et al. (2005) highlighted this problem: 
Our results illustrate how the anticipated rates of reimbursement may influence access to 
care.  If uninsured callers were able to pay the full cash charge at the time of their visit, 
they were granted timely appointments at the same rate as callers with private insurance.  
However, it is unlikely that many uninsured patients could readily pay the median 
requested amount of $100 for a follow-up visit, let alone the maximum requested charge 
of $600.  Regardless of insurance status, 98% of clinics contacted in this study screened 
callers to determine insurance status, whereas only 28% attempted to determine the 
severity of the caller’s condition. (p. 1252) 
 
As it pertains to my practice, I never actively participated in the denial of access based on 
insurance; however, I denied the implementation of new services based on the projected payer 
mix.  Essentially, if a business proposal demonstrated that a preponderance of the patients 
requiring the services were uninsured or underinsured, I denied the proposal.  My decision was 
not based on my organization’s mission to improve the health and well-being of the community 
members we served; on the contrary, it was purely a financially motivated decision.  I believed, 
at the time, that this was my fiduciary responsibility; however, I never looked at alternative 
mechanisms to meet the defined needs of this constituency.  Additionally, I continually presented 





there was no malicious intent to this tactic, I did hope that it would influence, if not create, 
second thoughts on the ordering of expensive tests and treatments that would produce  
less-than-cost-based remuneration.  
 My perspective remained unchanged until I became the chief executive officer (CEO) of 
a health system.  Specifically, an ethical dilemma similar to the definition provided by Niles 
(2013) caused a dramatic shift in my perspective: “A healthcare ethical dilemma is a problem, 
situation, or opportunity that requires an individual such as a healthcare provider, or an 
organization, such as a managed care practice, to choose a practice that could be unethical” 
(p. 219).  Specifically, I found myself in a position of determining if my organization would 
provide care based on insurance status, and I faced a scenario in which I knew the potential 
recipient of the cost-prohibitive care.  
 The scenario forced me to look at my practice through a different lens.  It was through 
this perspective that I comprehended the potential hardship that my “fiduciary responsibility” 
created.  Put simply, I understood that it was my responsibility as the CEO, and the responsibility 
of the health care organization, to provide safe and efficacious care regardless of an individual’s 
ability to pay for the services rendered.  Once I removed my personal blinders and began to 
comprehend my organization’s responsibility to patients, I started searching for mechanisms to 
provide care to my hospital’s primary and secondary service areas regardless of a patient’s 
ability to pay, and I found the Federally Qualified Health Center (FQHC) Status.  According to 
the Rural Assistance Center (2012), patients treated at a FQHC receive the following benefits: 
sliding fees based on the ability to pay, access to the cheapest pharmaceutical pricing negotiated 





Additionally, as DeLeon, Giesting, and Kenkel (2003) outlined, the FQHC provides the 
following ancillary impact:  
a majority of their board members must be patients of the health center; the centers must 
serve a federally designated underserved population or geographical area, be public or 
nonprofit organizations, and provide clinical services to anyone in need, regardless of 
ability to pay. (p. 580) 
 
Treatment without regard to a patient’s ability to pay falls under the concept of the sliding fee 
schedule; however, when a majority of the board is a diverse representation of the utilizers of the 
FQHC, the traditional rural health care board transforms from representing the community’s elite 
to representing all socioeconomic backgrounds.  This fundamentally shifts the institutional 
power dynamic and provides a voice to the underinsured. 
 Having helped create a venue for the underserved to have a voice within a rural health 
care arena, I moved to the University of Florida to lead the Prostate Disease Center.  Within this 
role, I work with the state’s leading physicians, researchers, and advocates who work in unison 
to improve the outcomes and reduce the disparities related to prostate cancer.  I have access to 
underserved patients and numerous physicians, which ensured I could fulfill my research scope 
and position to extend the voices of the underserved to an audience that is broader than the 
“academy.” 
Scope 
This study included six individuals who had been enrolled on Florida Medicaid for the 
previous 24 continuous months and who had received, or attempted to receive, health care 
services on a minimum of three occasions within the two-year timeframe.  These participants 
with experienced difficulties in obtaining care agreed to have their “portraits” captured via 
phenomenological inquiry.  Once I finished the portraits and they contained the findings through 





from the underinsured participants to four surgeons, two in northern Florida and two in central 
Florida, and I solicited their feedback and understandings of the stories and contexts provided by 
the underserved participants.  Note: I purposely selected surgical providers due to the episodic 
nature of the care they deliver (versus primary care physicians who have opportunities to 
establish relationships with their patients).  Additionally, the feedback from the surgeons whom I 
exposed to the three categories of differential treatment provided valuable insight through an 
analysis of the potential counterperspective.  Although this study created new knowledge 
through the capturing of voices, contexts, stories, and counterperspectives of the health care 
professionals, there were study limitations. 
Limitations 
 The small sample size was the primary limitation of the study; however, portraiture is a 
phenomenological research method that relies on in-depth interviews and, by design, calls for a 
smaller yet more intimate exchange of information.  Patton (2002) asserted that there are three 
fundamental mechanisms used to acquire qualitative research data: (1) interviews,  
(2) observations, and (3) documents (p. 4).  Within this context, my primary method for 
acquiring information was the interview process, and, as McKenzie (2006) highlighted, the 
smaller sample size was by design: 
The interaction of the doing with the enduring is the process under scrutiny in small 
sample research.  Its approach is therefore clinical, involving as it does careful history-
taking, cross-case comparisons, intuitive judgments and reference to extant theoretical 
knowledge.  This is not something that can reasonably be done with a large number of 
cases. (p. 493) 
 
Based on this premise, the smaller sample size for this study allowed for the depth that was 
missing within the body of research.  With this stated, although portraiture begins to fill the 





underserved and capturing the contextual depth that is unique to each research participant, it is 
important to note that this research is foundational, meaning that it is my hope that it will be the 
beginning for other researchers to build upon through their own efforts.   
Summary 
In this chapter, I made the case that in the current body of scholarship, there is a void 
(i.e., there are missing voices, contexts, and unique stories of the underserved who attempt to 
procure health care services in the United States), and I highlighted how the portraiture research 
methodology helped add new knowledge to the current epistemological framework of health care 
literature.  Specifically, the socioeconomically disadvantaged are confronted with three distinct 
forms of discrimination: (1) access to care is denied based on insurance status, (2) fewer 
treatment options and resources may be provided, and (3) frontstage discriminatory and 
stigmatizing behavior occur based on the type of health insurance coverage (or lack thereof).  
However, and unfortunately, despite sufficient documentation that highlighted and supported the 
three legs of socioeconomic discrimination, there was a void in the body of scholarship.  
Specifically, the voices, contexts, and unique stories of the socioeconomically disadvantaged—
the underinsured—were mostly missing, and, when researchers captured voices, the vignettes 
underscored and punctuated their own assertions and findings.  With this stated, the purpose of 
this study was to empower the participants to use their voices to capture their struggles, explore 
their contextual settings, and tell their unique stories.   
 The path of this research was through a systematic review of the literature, which led to 
the uncovering of the three forms of socioeconomic discrimination.  With this stated, the 
literature review focused on the three legs of discrimination in a manner that provided insight 





Furthermore, from a granular perspective, it provided an opportunity to highlight the 
marginalization of these patients within the documented research through the diminutive number 
of academic/research opportunities for the underinsured to share the circumstances that compose 
their unique stories. 
Table 1.1  
 
American Class System 
 
Class Generalizations Family Size Annual Household Income 
Elite Known as the top 1% 
 
4 > $250,000 
Upper Class Known as the top 5% 
 
4 > $150,000 
Upper Middle Class Known as the white-collar 
workers; generally college 
educated with advanced 
degrees 
 
4 > $100,000 
Lower Middle Class May be college educated 
but may lack the advanced 
degree required for 
advancement 
Note: The “working class” 




Lower Class The poor/impoverished 
 



















Table 1.2  
 








Gap, Low vs. High 
Income (pct. pts.) 
% Obese 
 
32.0 27.9 21.7 10.3 
% Diabetes 
 
16.1 10.1 6.7 9.4 
% High Blood 
Pressure 
 
36.4 29.0 23.6 12.8 
% High Cholesterol 
 
29.3 26.4 25.3 4.0 
% Heart Attack 
 
7.2 3.5 2.2 4.9 
% Asthma 
 
15.9 10.5 9.2 6.7 
% Cancer 
 
7.7 6.9 6.0 1.7 
% Diagnosed w/ 
Depression 
 
29.0 15.2 10.2 18.7 
% Headache 
 
18.7 10.2 7.5 11.1 
% Flu 
 
2.7 1.2 1.0 1.8 
% Cold 
 
7.0 4.7 4.3 2.7 











Chapter II: Literature Review 
A systematic review and analysis of the health care literature highlighted that the targeted 
differential treatment of patients based on insurance status is prevalent in health care.  
Specifically, the analysis unearthed the following three themes of targeted differential treatment 
that underinsured Medicaid recipients face while attempting to receive health care services:  
• Access: an inability to obtain services from health care professionals.  
• Outcomes: treatments and/or the results of treatments that are not equitable to the 
outcomes experienced by patients with commercial insurance. 
• Behavior: direct feedback/firsthand accounts of discriminatory behavior based on 
insurance status. 
Through the mining and subsequent analysis of scholarly articles and studies, the void in 
the current body of scholarship emerged as researchers rarely captured the patients’ voices, 
contexts, and unique stories, which are rich with the information required to further the 
comprehension of the obstacles patients face.  With this stated, I defined the keywords, 
documented the method of searching, dissected the systematic review of the literature, and 
researched at a granular level subsequent searches and analyses of the three discriminatory 
patterns to provide a foundation for the original research and the insight required to understand 
the discrimination that occurs due to a lack of adequate insurance coverage. 
Terms and Terminology 
I explored, defined, and, when applicable, tied together and underscored by supplemental 





Access.  Penchansky and Thomas (1981) authored a frequently cited (i.e., more than 700 
times) landmark article on health care access.  The authors compartmentalized access into five 
distinct categories, known as the five As. 
• Availability refers to the supply of medical professionals required to meet the demand 
for services. 
• Accessibility specifies to the location of both the supply and the demand. 
• Accommodation is the relationship between the manner in which the supply resources 
are organized to accept clients, the clients’ abilities to accommodate to these factors, 
and the clients’ perceptions of their appropriateness. 
• Affordability highlights the cost services and physicians’ insurance requirements 
and/or payment requirements. 
• Acceptability captures the mutually acceptable characteristics (e.g., ethnicity, social 
class, and sex) of the client and the provider.  Additionally, it outlines whether the 
client’s insurance and health status are acceptable to the provider (pp. 128–129). 
 For the purpose of this dissertation, access focused on the accommodation, affordability, 
and acceptability aspects of receiving health care services.  Specifically, I highlighted the 
patients’ perceptions of the appropriateness of the interactions and the physicians’ acceptance of 
the patients’ characteristics (i.e., social class and insurance coverage/ability to pay). 
Centers for Medicare & Medicaid Services.  The Centers for Medicare & Medicaid 
Services (CMS) provides federal regulatory oversight of the Medicare and Medicaid programs.  
It is important to note that although CMS governs the Medicare and Medicaid programs, each 





covered services for Medicaid; essentially, there is considerable variability in coverage limits 
and remuneration from state to state. 
Commercial insurance.  Commercial insurances (i.e., private insurances) are a group of 
coverage plans that cover all or a portion of patients’ medical expenses.  Commercial insurances 
(versus Medicaid) generally pay more per episode of care, and, consequently, the insurance costs 
more.  Patients’ employers provide a preponderance of the low-deductible (i.e., portion patients 
must pay) plans.  Recently, HealthReform.gov (2012) estimated that 61% of commercial 
coverage is through patients’ places of employment; with this stated, it is comprehensible how 
the underinsured are stereotyped as people who are unemployed and without the means to pay 
their health care bills (i.e., the lack of commercial insurance may equate to those who are 
unemployed). 
Discrimination.  The United States Equal Employment Opportunity Commission (2012) 
established the following categories for discrimination: age, disability, national origin, 
pregnancy, race/color, religion, and sex/gender.  To ensure that each category of discrimination 
is understood and to create a broader perspective of what discrimination actually looks and feels 
like, I explored the repository of academic literature and, when applicable, abstracted insights 
from scholars or shared the voices of individuals who have experienced prejudice firsthand to 
highlight the following comprehensive list that details the characteristics of discrimination: 
• Butler (1969) captured the essence of age discrimination: “Ageism reflects a deep 
seated uneasiness on the part of the young and middle-aged—a personal revulsion to 
and distaste for growing old, disease, disability; and the fear of powerlessness, 





• Watson (2002) highlighted that a preponderance of the participants in his study on 
individuals living with physical impairments did not bring the disability into their 
own self-identities: “Despite daily experiences of oppressive practices, only three of 
the participants incorporated disability within their identity.  For the vast majority, 
impairment was not seen as important to their sense of identity or self” (p. 514).  
• Lee and Rice (2007) chronicled the trials of foreign national students who found 
themselves integrated into American scenarios that created stereotypes and lacked 
cultural sensitivity.  The following excerpt is from a Chinese student: 
I’m shopping, and at that time I was trying to buy wedding rings by myself, and I was 
in the jewelry store, and probably because I look poor, I don’t know, I’m not sure 
whether it’s because it seems I’m poor or because [of] my accent or because my 
English is not fluent, I can’t think of the exact reason but, there is nobody who came 
over [to] take care of me.  And, at that time, a White man came in and they just 
treat[ed] him totally different.  I have a strong feeling about that. (p. 403) 
 
• Alderman (2009) captured the anxiety produced by pregnancy discrimination: 
“‘Many of the callers,’ Ms. Calvert said, ‘are pregnant women apprehensive that they 
may be targeted for layoffs, or pregnant women or women on maternity leave who 
were already let go’” (para. 9). 
• Picca and Feagin (2007) captured the feedback of a college student who described her 
friend’s father engaging in discriminatory behavior: 
It is always weird to me to see how people like Sue’s dad group minorities all 
together, but when they meet someone who actually is minority it seems that the 
stereotypes they usually think of never seem to apply to that person. (p. 20) 
 
• Tilbury (2007) seized the essence of religious discrimination while interviewing 
Muslims working in a post-9/11 Australia: “Since September 11, I have been treated 





I’m not practicing the Islam religion, I am Muslim and I have always been 
open/honest about it” (p. 6). 
• Eagly and Carli (2007) echoed the stereotyping assertions of Picca and Feagin (2007) 
by chronicling the challenges women confront in the workplace and the resistance to 
women’s leadership: “What’s behind the discrimination we’ve been describing? 
Essentially, a set of widely shared conscious and unconscious mental associations 
about women, men, and leaders” (Eagly & Carli, 2007, p. 65).  From this perspective, 
men benefit from a positive stereotype while, unfortunately, women do not. 
After assembling the vignettes captured through the literature and highlighted by the 
experiences, I wrote the following aggregate definition for discrimination: Discrimination is 
characterized by the widely shared conscious and unconscious mental associations that 
stereotype and/or group together individuals with specific commonalities and produce a 
deep-seated uneasiness resulting in targeted differential treatment and/or oppressive practices. 
Emergency department.  An emergency department is a health care location that is open 
24 hours per day for unscheduled, urgent, and emergent patients requiring medical care.  
Emergency departments cannot turn away patients due to a lack of insurance coverage; thus, the 
location may become the only treatment option if discriminatory practices translate into 
decreased primary care access for the underinsured.  Grumbach, Kean, and Bindman (1993) 
captured this scenario in their study of emergency department overcrowding:  
When asked why they chose the emergency department for their care, 45% of the patients 
cited access barriers.  Uninsured patients were significantly more likely to give this 
reason than were patients with Medicaid or other insurance (P < .001 by x2 . . . ). (p. 374) 
 
Fee schedule.  A fee schedule is a predetermined payment rate for a physician’s services. 





inability to pay for any noncovered portion of a physician’s bill.  For Medicaid recipients, the 
issue is that the fee-schedule payments are dramatically lower than the commercial insurances 
(e.g., Blue Cross and Cigna), and, by design, other than a nominal copayment, the physician 
must write off, not collect, on the balance of the bill; essentially, the physician receives a lower 
payment with no ability to offset the difference from patients.  To place the payment dichotomy 
into perspective, the Colorado Children’s Health Access Plan (CCHAP, 2007) compared 
Medicaid remuneration against commercial insurances and highlighted that reimbursement by 
Medicaid for an office visit for adult patients ages 18 to 39 was $40.14 versus the commercial 
payment of $119.10.  CCHAP highlighted that Medicaid payments were consistently one third to 
one half that of the average of the commercial insurances, meaning that a physician would have 
to see two to three times more Medicaid patients to offset the discrepancy in payments.  In the 
academic literature, the terms payment rate and fee schedule were used synonymously. 
Health disparities.  Carter-Pokras and Baquet (2002) captured the lack of consensus on 
what the health care disparity terminology means and how the definition could be ambiguous 
depending on the audience:   
Disagreements exist regarding the definition and use of the terms “disparity,” 
“inequality,” and “inequity.”  These disagreements center on which term to use, whether 
a judgment of what is avoidable and unfair is included, and how these judgments are 
made. (p. 426)  
  
Braveman (2006) agreed with this assertion: “There is little consensus about the meaning of the 
terms ‘health disparities,’ ‘health inequalities,’ or ‘health equity’” (p. 167).  At the heart of the 
issue is determining what is avoidable and what is unjust (Carter-Pokras & Baquet, 2002).  Peter 
(2001) asserted that this is best addressed with outcomes data:  
Social inequalities in health are significant variations in health outcomes (as measured by 





Typically, the lower a group’s social position, the worse the average health status of its 
members. (p. 159) 
 
With this stated, I adopted a granular definition that envelops a multifactorial perspective of what 
is avoidable and unjust and incorporates outcomes data: “A health disparity should be viewed as 
a chain of events signified by a difference in: (1) environment, (2) access to, utilization of, and 
quality of care, (3) health status, or 4) a particular health outcome that deserves scrutiny” 
(Carter-Pokras & Baquet, 2002, p. 427). 
For the purpose of this dissertation, the primary use of the term focused on access; 
however, health status and other outcomes may have been the primary artifacts of the scholarly 
studies in order to underscore the impact of the discriminatory practices.  Sambamoorthi and 
McAlpine (2003) highlighted this in their study of health care disparities based on racial, ethnic, 
and socioeconomic status; their results revealed that “access to care as measured by insurance 
status and usual source of care significantly influenced use of preventive services.  Uninsured 
women had the lowest rates of use across all services” (p. 479). 
Medicaid.  Igelhart (1993) chronicled the genesis and evolution of the Medicaid program 
in a health policy article: 
Medicaid was established in 1965 as a part of the same legislative package that included 
Medicare, the federal health insurance program for the elderly.  It was patterned on an 
earlier program (embodied in the Kerr-Mills Act) that provided states with federal 
matching grants to finance medical care for poor elderly people.  Congress replaced the 
Kerr-Mills program and, through the enactment of Medicaid, extended federal assistance 
to other impoverished groups, replicating three of the distinct features of the earlier 
effort: joint federal-state financing, state administration in accordance with broad federal 
standards, and linkage of eligibility to state standards for cash welfare benefits.  Thus, the 
seeds of Medicaid's inequitable structure and close link to welfare programs were present 
in its original design.  Although the program initially financed medical care for recipients 
of public assistance, Medicaid currently serves people of limited financial means who 






The overarching issues with Medicaid are twofold; first, as Igelhart (1993) highlighted, Medicaid 
is financed through the individual states with matching funds coming from the federal 
government, and during economic downturns, states find themselves in the unenviable position 
of making dramatic cuts in coverage or payments to balance their budgets.  Ansberry (2010) 
provided evidence of this: “Across the country, budget-strapped states are focusing on Medicaid” 
(para. 9).  Florida is not immune to the Medicaid funding crisis; in 2008, the Florida Hospital 
Association (2008) published a report highlighting that Medicaid remunerated hospitals 85 cents 
for every dollar of cost (Ansberry, 2010).  Clearly, less-than-cost-based reimbursement is not 
sustainable, and this phenomenon extends into physician practices that are paid a set fee for their 
services by Medicaid; however, the payments are significantly less than commercial insurances. 
Outcomes.  “At least five aspects have been identified of even a restricted definition of 
‘outcomes’ which focuses on the negative results for patients—namely, death, disease, disability, 
discomfort, and dissatisfaction” (Orchard, 1994, p. 1493).  Discrimination based on 
socioeconomic status may take the form of negative or inequitable outcomes when compared to 
patients with commercial insurances.  Not following the standard of care or giving a less 
effective pharmaceutical based on a patients’ insurance statuses are prime examples. 
Physician practice/medical office.  A physician practice/medical office is the 
professional setting where a physician sees/treats patients.  It is important to note the roles of 
other medical professionals within this setting.  Physician assistants and nurse practitioners are 
referred to as extenders, and they treat patients under the supervision of the physician.   
Nurses—comprised of registered nurses and licensed practical nurses—assist the physician with 
obtaining routine information (e.g., vitals), conducting procedures, and processing the flow of 





the practice and in obtaining the necessary information for billing.  Park, Turnbull, and Turnbull 
(2002) noted that “many doctors refuse Medicaid patients because of low reimbursement rates” 
(p. 155).  Each individual within the office setting could, therefore, unwittingly or knowingly 
play a role in discriminating against patients based on the insurance cards they carry. 
Socioeconomic status.  Grundy (2001) highlighted that socioeconomic status is generally 
defined through three different pathways: “The three most commonly deployed indicators of 
socioeconomic status in contemporary industrialized societies are income, education and 
occupation” (p. 896).  For the purpose of this dissertation, socioeconomic status focused on 
income, which is reflective of an individual’s ability to pay for health care, as well as on 
occupation and employment status in the context of an individual’s health insurance status.  
Weissman, Stern, and Fielding (1991) underscored the importance of being able to pay for health 
care or offsetting the cost with insurance: 
Cost was an important factor in delaying care for patients in lower socioeconomic 
positions; the odds of delaying care because of cost for patients who were both poor and 
uninsured were 12 times greater than the odds for other patients (P< 0.001).  After 
controlling for diagnosis-related groups (DRGs) and severity, patients who reported 
delays had 9% longer hospital stays compared with others (P<0.001). (p. 325) 
 
Although this study highlighted a delay in treatment based on a lack of insurance or the ability to 
pay, I specifically searched for studies demonstrating that patients could not receive health care 
services based on their socioeconomic status; with this stated, I uniformly utilized throughout 
this dissertation the following definition of socioeconomic status: Socioeconomic status is a 
status characterized by a patient who lacks adequate insurance coverage, as defined by low 






Underinsured.  Bashur, Smith, and Stiles (1993) provided the following detailed 
explanation of underinsurance: 
Underinsurance refers to one or more conditions: where (a) too few services are covered 
or the coverage is inadequate; (b) amounts of out-of-pocket expenditures, with or without 
regard to family income, are excessive; (c) insurance is perceived to be inadequate; or  
(d) some combination is present. (p. 202)  
  
Underinsurance has been a growing dilemma for the past 35 years.  Farley (1985) underscored 
the escalating issue with the non-elderly population commencing in 1977 with an estimated 50 
million people lacking adequate health insurance coverage and expanding by an additional six 
million in 1984.  Due to the variability in how underinsurance is calculated, the total number of 
underinsured fluctuates dramatically.  Schoen, Collins, Kriss, and Doty (2008) echoed this by 
highlighting an estimate that was less than half of the 1984 projection:  
Based on indicators of cost exposure relative to income, as of 2007 an estimated  
twenty-five million insured people ages 19–64 were underinsured—a 60 percent increase 
since 2003.  The rate of increase was steepest among those with incomes above 200 
percent of poverty, where underinsurance rates nearly tripled.  In total, 42 percent of U.S. 
adults were underinsured or uninsured. (p. 298) 
 
Why does it matter that an estimated 42% of the under-65 U.S. population is underinsured?  
Consider the following: “Total uncompensated care costs (including bad debt) in 1994 were 
estimated at $21 billion, an increase of about 65 percent from 1990 after inflation” (Cunningham 
& Tu, 1997, p. 169).  Note: The $21 billion in uncompensated care was a physician-practice 
estimate and did not include the hospital-care setting.  It is comprehensible that physicians, 
individually and in aggregate, need to pay for their infrastructure costs; nevertheless, 
discrimination occurs when a segment of the underinsured populace, such as Medicaid recipients, 
is targeted and treated differently than its counterpart with more comprehensive coverage that 





The purpose of the detailed terminology listing was to create the comprehension and the 
context for this study.  Appendix A provides a summary of the key terminology and the 
corresponding definitions established within this section of the dissertation.  After defining the 
keywords, I highlighted the search process that supported the systematic review of the literature 
to underscore the academic rigor involved in identifying a gap in the literature. 
Search Process 
 Robson (2011) highlighted that “the literature is what is already known, and written 
down, relevant to your research project” (p. 51), and D.N. Boote and Beile (2005) captured the 
significance of literature searches for doctoral students: “A substantive, thorough, sophisticated 
literature review is a precondition for doing substantive, thorough, sophisticated research” (p. 3).  
As Bates (1979) echoed, literature searching is a science that requires a refined skillset: 
For all the developments in automated and semi-automated information retrieval, nothing 
yet matches the ability of experienced human searchers—whether known as "information 
specialists" or "reference librarians"—who move skillfully among an enormous range of 
resources, both manual and on-line, to develop bibliographies or answer questions. 
(p. 205) 
 
I built my systematic review of the literature upon Boolean search logic, which, as highlighted 
by Burns (2011), is a method for searching the literature using keywords and phrases:  
Boolean searching is built on a method of symbolic logic developed by George Boole, a 
19th century English mathematician.  Boolean searches allow you to combine words and 
phrases using the words AND, OR, NOT (known as Boolean operators) to limit, broaden, 
or define your search. (para. 2) 
 
From this perspective, the most imperative part of the literature search process was determining 
the keywords to use in the search process.  Timmins and McCabe (2005) stated that “the use of 
appropriate keywords is the cornerstone of an effective search.  While it may appear a simple 
task, the selection and development of keywords can be complex, time consuming and difficult 





I developed the keywords based on my working knowledge of the health care industry, 
and for the search process, I used the following Timmins and McCabe (2005) algorithm, which 
is listed in sequential order: 
• Identify a topic of interest and spend time identifying keywords. 
• Using keywords, conduct a search of relevant literature. 
• Review all sourced references and retrieve a copy of relevant references. 
• Read all relevant material sources and identify new references through citations. 
• Organize all material in preparation for analysis and integration in the review (p. 43). 
I created a hierarchy of my keywords (see Appendix B) to heighten the probability of the 
high-level search producing studies that captured whether socioeconomic discrimination occurs 
in health care.  I weighted the keyword Medicaid as more significant than the keyword 
Underinsured to ensure that my high-level search produced studies that addressed the field of 
health care versus the potential of pulling in studies that apply to other forms of insurance. 
 My initial search deployed the three main keyboards (i.e., Discrimination, Medicaid, and 
Studies) within the PsycINFO bibliographic database.  Additionally, I included in the initial 
search the following terms: “health disparities” OR “health care delivery” OR “health care 
reform” OR “health care utilization” OR “quality of care” OR “treatment barriers”; this search 
yielded 34,165 articles.  I followed with a focused query of the ABI/Info PubMed, Business 
Source Complete, and SocINDEX databases. 
While determining which articles to include and exclude, my immediate determination 
was intuitive, if not redundant—I included all articles that met the socioeconomic criteria of 
being uninsured or underinsured, focusing predominantly on the Medicaid program.  





care, fueled my unwavering direction from the very beginning of this process; however, while 
reviewing the literature in detail, a third thematic element came to the forefront.  With this stated, 
the third inclusion criteria was outcomes.  Specifically, I included studies that highlighted a 
discrepancy between the health care outcomes of the commercially insured and the underinsured.  
For example, Marin et al. (2009) captured the significance of outcomes data in their study that 
contrasted the effectiveness of a “managed” Medicaid insurance against traditional Medicaid and 
commercial insurances: “Our results are also consistent with prior studies in finding that 
Medicaid managed care was not able to fully close the gap between Medicaid prenatal care 
services and private insurance health services” (p. 196).  Although this vignette did not highlight 
discriminatory practices, it did provide an overarching discussion of the quantitative outcomes 
data available within the literature that highlighted that pregnant women with traditional 
commercial insurance received 12.1 prenatal physician visits versus 8.4 for traditional Medicaid 
recipients (Marin et al., 2009, p.187).  Again, this did not prove that there is active discrimination 
afoot; however, when utilized within the larger context of literature that highlights targeted 
differential treatment or oppressive practices, a larger pattern emerged.  Based on this premise, I 
used the following categories for study inclusion: 
• Uninsured. 
• Underinsured (i.e., Medicaid). 
• Discrimination/access. 
• Comparative analyses with outcomes data. 
 The articles I excluded are worth noting; I eliminated numerous articles that initially 
appeared to be comparative analyses or studies that highlighted the impact that inadequate access 





health-policy focus on the issue of reimbursement for health care services.  After establishing my 
inclusion criteria and determining the three distinct legs of socioeconomic discrimination, my 
systematic literature review yielded a considerable amount of insight into the differential 
treatment that underinsured patients experience in the United States.   
Three Legs of Socioeconomic Discrimination 
 The systematic review and analysis of the literature (see Appendix C) indicated that there 
are three distinct forms of differential treatment that underinsured patients experience while 
attempting to receive health care services in the United States.  Specifically, I reduced the initial 
literature review to 50 scholarly articles that met the inclusion criteria; 60% of the articles 
detailed the issue of access to care; 26% highlighted health care outcomes based on insurance 
status, with the underinsured being consistently disadvantaged; and 14% reflected the 
discriminatory behaviors and stigmas directed at the patients with inadequate insurance 
coverage.  With this stated, I detailed each leg of socioeconomic discrimination in health care to 
create the foundation required for this study and demonstrate that the missing voices, contexts, 
and stories are epistemologically imperative to understand the challenges of the underserved 
attempting to receive care. 
Access.  Unfortunately, access to health care in the United States is directly correlated to 
a patient’s insurance status, and the literature continually highlighted that being 
socioeconomically disadvantaged decreases the probability of being seen by a physician in a 
medical office setting. Asplin et al. (2005) underscored that insurance status does matter while 
trying to receive urgent ambulatory care in physician offices; this study found that 64.4% of 
commercially insured patients were offered an appointment versus 34.2% of the Medicaid 





attempting to receive urgent care; on the contrary, Aved, Irwin, Cummings, and Findelsen (1993) 
highlighted that 64% of low-income pregnant women could not find obstetricians to accept them 
as patients (p. 493), and Blanchard et al. (2008) captured the dichotomous treatment of the 
underinsured—71% of the commercially insured received appointments for care versus only 
36.6% of Medicaid recipients (p. 687).  Hwang, Hwang, Xie, Hardy, and Skaggs (2005) captured 
that 96% of the practices contacted offered an appointment to a patient with commercial 
insurance versus 41% for the underinsured (p. 170).  Hall, Lemak, Steingraber, and Schafer 
(2008) demonstrated that commercially insured patients had a 20% higher chance of receiving an 
appointment versus patients insured by Medicaid (p. 625).  It is important to note that the 
differential treatment of the Medicaid recipients was not geographically isolated; study locations 
spanned from the East Coast (e.g., Florida and Washington, D.C.) to the West Coast (e.g., 
California), with several locations in between.   
Additionally, as highlighted in the analysis of the literature (see Appendix C), the access 
issue was not contained to a specific medical specialty; primary care specialties (e.g., pediatrics 
and internal and family medicine), mental health (e.g., psychiatry and psychology), and surgical 
providers (e.g., general surgery and urology) all presented access issues for the underinsured.  
With the denial of access to care being geographically and specialty diverse, what are the 
motivations for denying access? 
 The primary reason for denying care appears to be economically motivated.  Perloff, 
Kletke, and Fosset (1995) captured that “less than half of Medicaid-participating physicians and 
only about one-third of participating primary care physicians accept all Medicaid patients” (p. 7) 
and that to improve access to care, Medicaid remuneration rates must be increased.  “Increases in 





convert limited participants into full participants and, in so doing, improve the access of 
Medicaid eligibles to care” (p. 7).  This is the counterargument to the differential treatment that 
limits and sometimes prohibits access to care because physicians cannot afford to treat Medicaid 
patients.  Cohen and Cunningham (1995) supported the payment assertion when they highlighted 
that “research on Medicaid physician payment policies has shown that payment levels are a 
primary determinant of office-based doctors’ participation in the Medicaid program” (p. 255).  
The research supported anecdotal assertions from innumerable physicians who claimed they 
could not afford to allow access to many, if any, Medicaid recipients due to the economic burden 
it placed upon their respective practices.  Under the current system, physicians face the sobering 
business reality that the cost of doing business is escalating, and as private business owners, they 
can exercise the option, under the current system, to opt out of providing care for Medicaid 
recipients.   
Weissman, Zaslavsky, Wolf, and Ayanian (2008) underscored the economic issue tied to 
treating Medicaid patients: “A state’s level of Medicaid coverage was associated with access to 
physicians’ services” (p. 307).  With this stated, physicians find themselves under increasing 
financial pressures and decreasing payments for services.  Medicaid, the health insurance 
program designed to provide coverage for the impoverished, was not immune to the global 
economic downturn.  The Medicaid issues are twofold; first, as Igelhart (1993) highlighted, 
Medicaid is financed through the individual states with matching funds coming from the federal 
government, and, due to unstable economic environments, states find themselves in the 
unenviable position of making dramatic cuts in coverage or payments to balance their budgets.  
Ansberry (2010) provided evidence of this: “Across the country, budget-strapped states are 





crisis; in 2008, the Florida Hospital Association (2008) published a report highlighting that 
Medicaid remunerated hospitals 85 cents for every dollar of cost.  Health care is a business and 
less-than-cost-based reimbursement is not sustainable.  This scenario extends into physician 
practices that are paid set fees for their services by Medicaid; however, the payments are 
significantly less than commercial insurances.  This creates an economic disparity for physicians 
who must see two to three times as many Medicaid patients to make up for the loss of revenue, 
and, according to the literature, the impact has resulted in physicians across the country limiting 
access to health care services for the underinsured.  Decker (2012) chronicled this issue through 
an analysis of the number of physicians who, nationally, limited access and did not take new 
Medicaid patients.  Based on the analysis, 33% of physicians stated they would not accept 
Medicaid patients in their practices (p. 1673), and the state of New Jersey proved to be the most 
difficult—60% of their physicians were unwilling to accept new Medicaid patients (p. 1676).  
Decker closed her analysis by supporting the assertion that increasing the fixed payments for 
services could expand the access to care for Medicaid recipients (p. 1678). 
A vast majority of the access studies focused on the results of telephone or direct-mail 
surveys or analyses of claims-level data.  Additionally, most researchers did not aim to determine 
whether socioeconomic discrimination was occurring; on the contrary, the authors looked at the 
ancillary impacts of inadequate access.  Saha, Solotaroff, Oster, and Bindman (2007) examined 
the differences in preventable hospitalizations before and after the expansion of the Medicaid 
program in Oregon.  To the researchers’ surprise, the preventable hospitalization dichotomy 
between Medicaid recipients and those with commercial insurance did not decrease through 
increasing the number of Medicaid enrollees (i.e., decreasing the number of Oregonians without 





hospitalization rates, Mortensen and Song (2008) captured that without access to primary care, 
Medicaid recipients used the emergency department more frequently (p. 1099), and Piehl, 
Clemens, and Joines (2000) supported this by highlighting that increasing access to care reduced 
the number of visits in a nonemergent setting by 158 per month, suggesting that caregivers 
brought their children to emergency departments because they could not be turned away (p. 791).  
Although physicians can argue that they cannot afford to treat a significant number of Medicaid 
patients, the impact of this differential treatment results in increased preventable hospitalizations 
and an influx of patients seeking care in emergency departments around the country.  
Additionally, the lack of access/resources has a profound impact on the health statuses of the 
impoverished; the American Cancer Society (2011) asserted that lower socioeconomic standing 
increases a man’s risk of succumbing to prostate cancer by a factor of 1.43 to 1.93 (p. 25), and 
the Agency for Healthcare Research and Quality (AHRQ, 2012) highlighted that poor,  
low-income, and middle-income adults were less likely than high-income adults to receive the 
proper outpatient diabetes interventions (p. 72).  Essentially, a lack of income or insurance to pay 
health care claims increases the likelihood of the impoverished dying more prematurely of 
various forms of cancer and being unable to manage a chronic conditions (e.g., diabetes 
mellitus).  
 Unfortunately, the types of questions and the retrospective analyses of claims data that 
made up a preponderance of the access studies did not capture the struggles of the underinsured 
as they tried to secure services and maintain their health.  Put simply, the data did not provide the 
story; on the contrary, it documented the issues of access and highlighted the access-related 
disparities between the classes.  However, the voices that could illuminate the unique 





mostly silent.  Of the 30 access articles within the systematic review of the literature, only three 
included the voices of the patients and/or caregivers.  When captured, the voices of the patients 
provided a small window into which readers can peer into their realities and gain firsthand 
knowledge of the challenges they face: 
My daughter got a severe sore throat, and absolutely no doctors in Bend would accept 
OHP.  We were referred to the local free clinic but weren’t accepted there because we 
had OHP.  The nearest medical service was in Prineville (40 miles away).  And I had no 
means of transportation. (Devoe, Baez, Krois, Edlund, & Carney, 2007, p. 515)   
 
This voice underscored a hopeless situation of a parent trying to help a child receive care when 
the physicians close to her home would not accept Oregon Medicaid.  
It is important to note that statistics do not capture the story; they merely highlight that a 
story must be told, and Devoe et al. (2007) punctuated statistics with a mixed-methods design 
that used voices as vignettes to underscore their findings.  For example, the following quote 
highlighted how difficult it was to find a physician who accepts new Medicaid patients: “I’ve 
heard that it’s hard to find doctors who are accepting new OHP patients.  We are generally 
healthy, so we are risking it” (p. 515).  Although the quote punctuated the access issue, it did not 
provide any additional knowledge—has the individual attempted to find a physician who accepts 
Medicaid?  How many offices has he or she contacted?  Has he or she been denied services 
before?  How does the individual know he or she is in reasonable health?  There are questions, 
answers, and information missing within this personal story, which highlights an epistemological 
hole in the body of knowledge.  Semansky and Koyanagi (2003) underscored this assertion 
through the utilization of a parent’s voice to demonstrate the level of frustration experienced 
while trying to access mental health services for a child: “I’m trying to tell them now that 
children don’t normally bite themselves and pull their own hair out.  My daughter’s doing this, 





lack of access and frustration of a parent who was not being heard; however, the amount of 
available information regarding access was limited, which greatly hinders the opportunity to 
acquire additional knowledge. 
Due to the limited voices of the patients, I pieced together the puzzle from various studies 
to create the larger picture as it pertains to access to health care services.  For example, 
complicating the issue of access is the ability of impoverished patients to secure transportation to 
practices that are amenable to providing services to the underinsured.  Waitzkin et al. (2002) 
underscored this assertion in their study, which highlighted the obstacles for the underinsured 
attempting to obtain health care services: “Transportation emerged as an exception to this 
pattern, with a greater proportion of Medicaid adults (45% of Medicaid respondents in the rural 
county) reporting this barrier to care” (p. 601).  The transportation issue exacerbates an already 
tenuous scenario; impoverished patients may not be able to gain access to care based on their 
insurance status, and if it is secured, the distance to the care destination, coupled with an inability 
to secure reliable transportation, results in the patients forgoing the routine preventive care 
required to adequately manage their chronic conditions.  The topic of transportation served as 
one example of information that can be missed by not capturing voices or by limiting voices by 
underscoring only the difficulty in obtaining access to care.  
The first discrimination theme of a differential treatment that limits access to 
underinsured patients has a powerful counterargument—innumerable physicians claim they 
cannot afford to treat Medicaid patients.  However, the final two discrimination themes are not 
debatable and, as detailed by the literature, are unacceptable, if not horrific.  
Outcomes.  The studies produced by the deep literature search yielded a form of 





subcategories to this theme: 1) a continuation and/or outcome of poor access and 2) the targeted 
different medical treatments that have no plausible counterargument and transcend the issue of 
limiting access to health care services.  Through detailed claims data analyses and retrospective 
record reviews, numerous researchers captured the outcomes depicting medical decision making 
that was based on insurance coverage versus what was more beneficial for the patients.  
 Peterson, Peterson, Armon, and Todd (2011) captured the continuation (i.e., the 
outcomes) of the access theme; they highlighted that a lack of access resulted in increased 
emergency department visits and, consequently, more admissions for care, which could have 
been prevented had conditions been treated early in routine outpatient settings: 
Michigan children with public/no insurance had significantly higher overall hospital 
admission rates and admission rates for ambulatory-sensitive conditions, and were more 
likely to be admitted through the emergency room, compared with those with private 
health insurance.  Similarly, newborns with public/no insurance had significantly higher 
rates of hospitalization-related outcomes. (p. 313) 
 
Gibson et al. (2009) substantiated the assertion that limited access resulted in higher rates of 
hospitalizations in a study that concluded that insurance status does matter while examining the 
demographic indicators of a hospitalized populace:  
Medicaid beneficiaries had the highest hospitalization rates in four of the six conditions 
where hospitalization rates were measured as the indicator, it was not surprising that 
commercially insured patients had the lowest prevalence of rates for the majority of 
conditions . . . . (p. 941) 
 
As previously highlighted, there is a consistent and compelling counterpoint to the issue of 
targeting the underinsured and limiting and/or disallowing access to health care services—from 
an economic perspective, the socioeconomically disadvantaged can hinder the health care entity 
as a going concern.  However, discriminating against this demographic impacts patient health.  
Shaw et al. (2011) highlighted the cause-and-effect relationship when they found that Medicaid 





manage their chronic conditions (p. 813).  Again, the lack of access produces outcomes, and 
according to the AHRQ National Healthcare Disparities Report (2012), “urgent attention is 
warranted to ensure continued improvements in quality and progress on reducing disparities 
related to . . . diabetes care and adverse events” (p. 10).  For example, the quality of care is 
worsening year after year for the following two diabetes measures: 
• Adults 40 and older with diagnosed diabetes who had their feet checked for sores or 
irritation in the calendar year. 
• Adults 40 and older with diagnosed diabetes who received a hemoglobin A1c 
measurement in the calendar year (p. 10). 
This report became troublesome as the disparities became more pronounced for those residing in 
the low-income brackets (i.e., the uninsured and underinsured): 
• Poor, low-income, and middle-income adults with diabetes were less likely than  
high-income adults to receive all four recommended diabetes services. 
• Uninsured adults were less likely than adults with private insurance to receive all four 
recommended diabetes services (p. 72). 
I created Table 2.2 from the CDC Health Disparities and Inequalities Report (Frieden, 
Jaffe, Stephens, Thacker, & Zaza, 2011) to demonstrate the diabetes disparities between the 
socioeconomic classes (p. 90).  The results demonstrated that little to no progress has been made, 
except in the Asian and high-income communities, in reducing the prevalence of the disease.  
Furthermore, the results highlighted that one of the most vulnerable groups is the 
socioeconomically depressed community.  
 Diabetes is labeled as a chronic condition, meaning that it is long lasting, generally 





prerequisite for controlling its progressive impact, which can include loss of vision and loss of 
limbs due to ulcers.  Kerr and Siu (1993) captured the magnitude of the obstacle for 
impoverished diabetes patients: “Among all patients with a particular need for follow-up, 
Medicaid and uninsured patients were less likely to receive follow-up (p=0.042), to identify a 
regular physician (p=0.007), or to complete discharge instructions (p=0.018)” (p. 133).  Billings 
et al. (1993) supplemented this study with the assertion that further underscores the outcomes of 
poor access: 
The research suggests that lack of timely and effective outpatient care may lead to higher 
hospitalization rates in low-income areas.  For certain conditions identified as ambulatory 
care sensitive, hospitalization rates were higher in low-income areas than they were in 
higher-income areas where appropriate outpatient care was more readily available. 
(p. 162) 
 
Additionally, the researchers underscored one of the outcomes that contributed to a lack of health 
care access: “However, differences in New York City hospital utilization rates in 1988 were 
substantially larger, with low-income areas having admission rates as much as 11.90 times 
higher for diabetes for some age groups” (p. 167).  Although this is applicable to a population 
larger than those struggling to manage their diabetes mellitus, the documented decreased level of 
access based on socioeconomic status highlighted that the impoverished are at a considerable 
disadvantage, and the outcomes of the poor access result in poor disease control and increased 
hospitalizations.   
Although the first subcategory under the nomenclature of outcomes is troubling, the 
second grouping of studies highlighted a discriminatory practice that is not directly linked to a 
cause-and-effect relationship (i.e., the impact of a lack of access); on the contrary, it is the result 





Moreland et al. (2009) captured one horrific example of this genre of socioeconomic 
discrimination in a study showing that commercially insured women with breast cancer were 
four times more likely than the uninsured to receive breast conservation surgery; the uninsured 
were more likely to receive a total mastectomy.  Additionally, the uninsured patients had to wait 
longer than their commercially insured counterparts between receiving their cancer diagnoses 
and receiving cancer-related surgeries (p. 788).  Through my in-depth knowledge of health care, 
I quickly reached the conclusion that this is an issue of cost and reimbursement versus what is 
best for patients.  Breast conservation includes a surgical encounter (i.e., lumpectomy) and costly 
radiation therapy versus a mastectomy (i.e., the complete removal of the breast), which is a 
single surgical encounter.  Recent literature highlighted that breast conservation treatment 
increased the four-year survivorship by 6% (Laino, 2010, para.2); therefore, making decisions 
based on the decreased cost also lowers the indigent patients’ long-term chances of survival.  
The issue of modifying the care to insurance coverage versus providing the  
evidenced-based treatment that is unique to individuals is not isolated to costly cancer 
treatments; on the contrary, the systematic review of the literature revealed that this was not an 
isolated incident.  Quast, Sappington, and Shenkman (2008) studied care patterns under the 
premise that they may vary depending on the amount of compensation:  
Using data for all Medicaid MCO (managed care organization) enrollees in a large state, 
we find that enrollees in MCOs that pay their PCPs (primary care providers) exclusively 
via FFS (fee for service) arrangements are more likely to receive services for which the 
PCPs receive additional compensation.  These enrollees also are less likely to receive 
services for which the PCPs do not receive additional compensation. (p. 545) 
 
The findings underscored that Medicaid enrollees are less likely to receive care interventions that 
do not produce additional compensation.  The findings demonstrated a direct link between 





Moreland et al. (2009) study was based on compensation versus patient condition.  Wilper, 
Woolhandler, Himmelstein, and Nardin (2010) highlighted that the uninsured and underinsured 
were less likely to receive the standard of care for migraines (p. 1178), and Landon et al. (2007) 
captured that “Medicaid managed care enrollees receive lower-quality care than that received by 
commercial managed care enrollees” (p. 1674).  Last, Brandon et al. (2009) further underscored 
the health-insurance-based discrimination phenomenon when their study captured that newborns 
who were covered by Medicaid had worse outcomes and were, surprisingly, discharged with less 
resources than the infants who were covered by commercial insurances: “Of the surviving 
infants, more neonates with private insurance went home on oxygen and apnea monitors despite 
no differences found in the incidences of apnea or bronchopulmonary between the groups” 
(p. 122).  Thus, the targeted differential treatment of Medicaid patients is not limited to access; 
on the contrary, those who are fortunate enough to receive care run the risk of not receiving the 
standard of care or receiving the same resources as those covered with better insurance coverage.  
 The second leg of socioeconomic discrimination highlighted that insurance affects not 
only access but also the type of care patients receive and the health-related resources that are 
made available to manage their health.  Again, patients’ voices have not been captured.  
However, this is not unexpected; on the contrary, the power dynamic between the physician and 
patient generally results in the doctor utilizing his or her advanced and specialized education to 
provide recommendations that result in counsel, prescriptions, or orders for examinations, and, as 
Mainous III, Baker, Love, Gray, and Gill (2001) highlighted, “patients’ trust in their physician to 
act in their best interest contributes to the effectiveness of medical care” (p. 22).  The dichotomy 
between educational level of the patients and physicians, coupled with the trust placed in medical 





Charles, Gafini, and Whelan (1999) underscored this assertion when they highlighted that the 
physician workforce has considerable leverage over patients seeking care based on the following: 
“Status differences between physicians and patients in terms of education, income and gender 
also contributed to power differentials in the medical encounter” (p. 652).   
Statistically, the lower end of the socioeconomic spectrum has a higher percentage of 
individuals who have not attained post-high-school degrees, and, based on the literature, this 
creates a population at risk from overall health and well-being perspectives.  Winkleby, Jatulis, 
Frank, and Fortman (1992) underscored this assertion: “In general, those with the lowest 
educational attainment exhibited the highest prevalence of risk factors” (p. 817).  Unfortunately, 
according to the United States Census Bureau (2010b), 12.9% of the United States population 
did not graduate from high school and earn less than $20,241 annually; therefore, there will be a 
dichotomous and disadvantageous difference in the educational attainment between the 
impoverished and the physicians providing the care or the researchers collecting the data.  The 
educational gap could result in this patient population receiving dissimilar treatment options and 
fewer resources than commercially insured patients or having researchers interpret and speak on 
this population’s behalf, and, based on a power dynamic that leaves the impoverished 
educationally vulnerable, it will be exceedingly difficult for these patients to question or 
challenge based on the identified gaps in education and social status.  
Within the three identified discriminatory themes (i.e., access, outcomes, and behavior), 
outcomes are the most difficult for patients to identify.  Patients know when they are not 
provided with access, and they witness inappropriate behavior—these effects are experienced 
firsthand; however, not being provided the treatment options or the resources that are afforded to 





identified gaps in education and status.  Additionally, Tervalon and Murray-Garcia (1998) 
asserted that the power dynamic is further complicated by a lack of cultural-sensitivity training 
on behalf of the physician population: “This dynamic is often compromised by various 
sociocultural mismatches between patients and providers, including providers’ lack of 
knowledge regarding health beliefs and life experiences, and providers’ unintentional and 
intentional processes of racism, classism, homophobia, and sexism” (p. 118).  Therefore, even if 
there were an avenue to capture the patients’ voices, the blind trust placed in physicians, the 
educational gap, and the cultural mismatches could result in scenarios in which patients are at a 
considerable disadvantage and are, most likely, not aware when they experience discrimination.  
If the second discriminatory theme is difficult for patients to detect, the third theme is blatant and 
provides an opportunity for the underinsured to comprehend that they will be subjected to 
differential treatment based solely on their insurance cards.  Additionally, when researchers 
captured voices, the voices demonstrated the power and opportunities for enhanced learning. 
Behavior.  Inappropriate interactions that result in differential and inappropriate behavior 
directed at another individual, as Picca and Feagin (2007) captured in the following explanation, 
is referred to as frontstage discrimination:  
The frontstage is a more public place, a multiracial place where there are interactions 
among whites and people of color.  These are places where whites are not alone with 
their white friends and relatives, for they have more public character with strangers from 
other racial or ethnic background. (p. 43) 
 
In the health care context, the frontstage equates to medical professionals interacting with 
patients of varying socioeconomic backgrounds.  Several studies captured what Picca and Feagin 
described as aggressive and confrontational frontstage discrimination, and within these studies, 





patients who experienced discriminatory behaviors through the actions of the inappropriately 
behaving front-desk staff: 
Referring to the front-office staff, participants made such comments as “They don't care 
if you wait,” “They prejudge because of who you are,” “They roll their eyes at you,” 
“They think you're beneath them just because you get Medicaid,” and “They make you 
feel like you're worthless.” (p. 55) 
 
Unfortunately, this unacceptable treatment due to Medicaid insurance status is not an isolated 
incident.  Semansky and Koyanagi (2003) detailed similar experiences of parents who attempted 
to obtain mental health services for their children on Medicaid: “Many parents reported that 
providers assumed that they had poor parenting skills” (p. 24).  The assumption of poor 
parenting skills based on the level of insurance coverage is an example of the widely shared 
conscious associations and stereotypes that the underinsured must overcome on a daily basis.  
However, researchers utilized few examples of patients’ voices to provide insight into the issue 
of inappropriate behavior.  
Struber and Kronebusch (2004) underscored the stigma associated with welfare recipients 
(p. 509); this serves as an example of research that referenced discriminatory behavior without 
providing an avenue for those who experienced discrimination to contribute to the learning 
through the expression of their unique input.  Trivedi and Ayanion (2006) echoed this study; they 
identified that 4.7% of 54,968 California residents reported experiencing discriminatory behavior 
while attempting to receive preventive health care services.  Of the 2,583 individuals who 
reported discrimination, 713 individuals, or 27.6%, shared that they believed their insurance was 
the basis for discrimination (p. 553).  The 713 individuals reporting socioeconomic/insurance-
based discrimination provided a relatively large sample size/opportunity to delve beyond the 
statistics generated by the quantitative survey; nevertheless, this did not occur.  However, it is 





stories of the patients were not provided, some of the researchers acknowledged this as a 
limitation of their research and suggested that this direction should be pursued to expand upon 
the knowledge acquired through these studies.  Thorburn and DeMarco (2010) supported this and 
found mixed results while trying to determine if there was a correlation between poor prenatal 
care and insurance-based discrimination: “These findings draw attention to the need to better 
understand women’s experiences and perceptions of insurance-based discrimination during 
prenatal care, labor, and delivery” (p. 875).  From this perspective, the researchers acknowledged 
the need to capture the unique perspectives of each patient to expand upon the current fund of 
knowledge. 
The researchers rarely documented the voices and perspectives of the patients 
experiencing socioeconomic discrimination, and when they did, their vignettes underscored a 
single point versus providing depth and a broader perspective.  DeVoe et al. (2012) highlighted 
that patients may opt out of having their children covered under publicly assisted health 
insurance in an attempt to avoid the associated stigma.  In the following quote, Devoe et al. 
captured the voice of a mother who was powerless to help her child receive the routine care 
required to maintain dental health:  
I just felt almost violated, in a way, because as a parent, you want to protect your 
children, and there wasn’t anything that I could do . . . .  That’s it!  I came into the 
dentist, his teeth are gone, they had to be removed, and there wasn’t anything else that 
could be done. (p. 42) 
 
The mother’s voice is powerful, and the reader can interpret the anguish produced by the 
inability to protect and/or provide for her child.  However, this sound bite underscored a second 
gap emerging from the literature—voices that are captured without context and individual stories 





Does socioeconomic discrimination based on insurance status occur in health care?  The 
evidence suggested overwhelmingly that it does occur; furthermore, the literature highlighted 
that there are three distinct themes to the differential treatment.  Nevertheless, there was a void in 
the current body of scholarship that rendered a preponderance of the voices silent and eliminated 
opportunities for patients to tell their stories and for readers to understand the patients’ unique 
contexts. 
Missing Context 
The one-dimensional perspectives failed not only to capture and quantify the categories 
of discrimination while limiting the voices of the underserved but also to weave in and capture 
the contextual influences on the health statuses of the impoverished patient populace.  The deep 
literature searches that yielded a number of health-impacting lifestyle choices and outcomes that 
are plaguing the low-income community—specifically, cigarette smoking, drug use, and health 
status and mortality rates—evidenced this missing context.   
Barbeau, Krieger, and Soobader (2004) demonstrated that low-income individuals are 
more likely to smoke and less likely to successfully quit:  
The prevalence of current smoking was greatest among persons in and independently 
associated with working class jobs, low educational level, and low income.  Attempts to 
quit showed no socioeconomic gradient, while success in quitting was greatest among 
those with the most socioeconomic resources. (p. 269) 
 
The CDC Health Disparities and Inequalities Report echoed these research findings (Frieden et 
al., 2011) by highlighting that 10.4% of youth ages 12 to 17 are below the federal poverty level, 
and 10.9% at 199% of the threshold smoked versus those with more means (i.e., 200% and 
above) at 9.3% (p. 110).  A 2008 Gallup Poll demonstrated that for adults, as income increased, 
smoking decreased: “Among those making $6,000 to $11,999 per year, 34% say they smoke, 





say the same, a 21 percentage-point gap” (Goszkowski, 2008, para. 2).  Socioeconomically 
challenged individuals were also more than three times more likely to use drugs than their 
affluent counterparts.  Specifically, low-income individuals were more susceptible to using, 
abusing, and becoming dependent on drugs within the previous 12 months versus their more 
affluent counterparts (Compton, Thomas, Stinson, & Grant, 2007, p. 569).  It is important to note 
that like the studies that fell within three categories of socioeconomic discrimination, this 
contextual framework of health-impacting behaviors was void of the expansive utilization of 
voice and stories. 
Economist J. Smith (1999) captured the correlation between wealth and health status:  
“There is abundant evidence of a quantitatively large association between many measures of 
economic status, including income and wealth, and a variety of health outcomes, such as 
mortality or morbidity” (p. 145).  A 2010 Gallup Poll demonstrated that 5% percent of young 
adults interviewed in the upper third income group reported themselves in poor health versus 
12% of the individuals residing in the lower third (Jones, 2010, para. 7).  Additionally,  
Smoyer-Tomic et al.’s (1995) longitudinal study of mortality data revealed that “employment 
status, income, education, occupation, race, and marital status have substantial net associations 
with mortality” (p. 949).  Low-income individuals, therefore, are more susceptible to poor health 
and dying at earlier ages than those living significantly above the national poverty level.  The 
impoverished have shorter lives, are more susceptible to unhealthy behaviors (context), and may 
be subjected to one or all of the discriminatory themes (experiences) highlighted within the 
literature.  However, due to the limiting of voices and perspectives necessary for understanding 





together the pieces of literature to create a mosaic to ensure that the picture is reflective of the 
experiences of the socioeconomically disadvantaged. 
Literature Gap 
The initial systematic review of the literature captured the three discriminatory themes 
that socioeconomically disadvantaged patients encounter while attempting to access care or 
through the process of receiving care.  However, as the literature demonstrated, the patients’ 
voices were mostly missing.  Unfortunately, as Mead and Bower (2000) highlighted, within the 
health care industry, limiting the voices eliminates the opportunity to learn from an individual 
and granular perspective: “By interrupting the patient's ‘voice of the life world’ with  
response-constraining questions, the doctor's ‘voice of medicine’ effectively strips away the 
personal meaning of the illness” (p. 1089).  Under the terminology umbrella of discrimination, 
researchers captured few patients’ voices, and when the researchers did utilize voices, the voices 
precisely underscored their own findings.  Lawton (2003) supported this phenomenon: “It 
remains the case, however, that there are still many ‘missing voices’ in the literature” (p. 35). 
Based on the findings of Mead and Bower (2000), coupled with the assertion of Lawton 
(2003), the lack of voices within the body of health care scholarship effectively strips away much 
of the meaning and, consequently, the opportunities to learn from the individuals who are 
struggling to gain access to services and/or receive equitable treatment from the behavior and 
medical decision-making standpoints.  It is important to note that I based this assertion on an 
initial systematic review of the literature.  To ensure that the perceived “gap” existed, I 
subsequently searched numerous databases with new search terminology produced by the current 






The question pertaining to socioeconomic discrimination in health care has been 
answered; however, this has produced a perceived gap within the current collection of scholarly 
studies.  Essentially, patients’ voices have been rendered mostly silent, and I found no studies 
that enveloped the individual contexts and unique stories that provided the breadth required to 
enhance the learning from the underserved populace.  With this stated, my objective for the 
granular literature search was to build upon the initial systematic review of the literature by 
expanding the search.  Therefore, I utilized a search strategy that provided crosspollination with 
the keywords produced by the first yield of studies.  Using the ProQuest search tool, I searched 
59 scholarly databases contemporaneously for peer-reviewed literature; these databases included 
ABI/Inform, e-books, MedLine, dissertations and theses, and sociology abstracts.  I queried the 
PsychInfo database separately, and the new searches identified the following grouping of terms: 
Medicaid “and” Discrimination “and” Voice, Underinsured “and” Discrimination “and” Voice, 
Medicaid “and” Discrimination “and” Story, and Underinsured “and” Discrimination “and” 
Story.  The results of the deep literature searches underscored the power of voice, even though it 
was used in limited capacity, and this confirmed the gap in the literature. 
Results 
 My initial search (i.e., Medicaid, Discrimination, and Voice) yielded 223 articles 
authored between the years 2000 and 2013.  After I eliminated the duplicates captured within the 
initial systematic review of the literature, I determined the inclusion criteria for documented 
discrimination to be articles that captured patients’ voices or provided patients’ personal stories.  
Of the 223 articles, very few met the inclusion criteria.  Specifically, a number of the articles 





new themes emerged during the literature mining, and the subsequent searching of numerous 
academic repositories validated the three existing themes of access, outcomes, and behavior. 
 Of the new scholarly contributions, Treadwell and Ro (2003) succinctly underscored the 
plight of the impoverished from a health and well-being perspective: “Poor men are less likely to 
have health insurance, less likely to seek needed health services, and less likely to receive 
adequate care when they do” (p. 705).  Nevertheless, and once again, the voices, contexts, and 
unique stories that can be told only by those who face health-related obstacles on a daily basis 
were missing.  
The new studies that did capture voices served as powerful examples of the first-person 
insight that is missing from many of the scholarly contributions.  Halstead, Jones, and Cox 
(2007) supported this by capturing the voices of the disadvantaged health care consumers:  
“It was nothing I could prove, but it is something you pick up in an attitude . . . ,” “I’d 
expect to be treated like a human,” and “That’s the way they treat you, low . . . low . . . 
just low.  Your insurance, you know, they need to respect you.” (p. 24)   
 
Unfortunately, the articles stopped short of providing the additional information that can be 
derived only by those experiencing the discriminatory behavior; thus, the opportunity for 
multifactorial learning was limited, despite the known issues surrounding the health statuses of 
the socioeconomically disadvantaged.  Yamin (2005) referenced this: 
A national study by the Department of Health and Human Services’ Agency for 
Healthcare Research and Quality determined that racial, ethnic, and socioeconomic 
disparities are national problems that affect health care at all points in the process, at all 
sites of care, and for all medical conditions—in fact disparities are pervasive in our health 
care system. (p. 1158) 
 
Health-related challenges that envelop “all points in the process, at all sites of care, and for all 
medical conditions” (p. 1158) highlight the innumerable factors or causes facing the 





contributions offered a very narrow unilateral perspective versus a vista of knowledge that can be 
acquired through expansive interviews and discussions with the underserved. 
 The subsequent secondary search of terms (i.e., Underinsured, Discrimination, and 
Voice) returned 11 results that continued to underscore the three discriminatory themes and 
provided no expansive perspective of the underserved.  One of the articles underscored the 
counterargument on the access issue by addressing the problem with the cost shift in health care 
(i.e., shifting the cost of care from the underinsured to the commercially insured): 
Another prominent recent example is health insurance.  Individuals who seek medical 
care when they lack insurance (or other means to pay) create fiscal externalities for other 
users of the health system: either paying customers pay more, or health providers take 
home less, to cover the expense of those who can’t afford care. (Galle, 2012, p. 801) 
 
In addition to unearthing literature that was discarded because it did not fit within the focus of 
this study, I discarded studies that did not meet the inclusion criteria.  Most of the studies in the 
small yield focused on racial discrimination with underlying health care themes. 
 Searching the terms Medicaid, Discrimination, and Story returned 323 results, and, again, 
I found no new discriminatory themes.  However, although the articles fell short of capturing the 
individual stories of those subjected to socioeconomic discriminatory behavior, authors did 
capture voices, and the perspectives became less myopic.  For example, Uebelacker et al. (2012) 
captured the voices of Latino participants on Medicaid who attempted to obtain mental health 
services.  Within the study, the authors examined multiple obstacles through a focus-group 
format that allowed the voices of the participants to underscore multiple assertions versus a 
single perspective.  Furthermore, the study was the first example I found in the literature that 
captured this patient demographic’s understanding that they could receive less-than-equitable 
treatment (i.e., the second discriminatory leg) from the medical community.  Participants also 





“a m ́ı me han tratado bien mal, ma ́s de tres veces en la cl ́ınica” (they have treated me 
badly more than three times at the clinic) and “Lo que pasa es que te tratan como a un 
nu ́mero.  Si yo me pongo enfermo ah ́ı adentro me voy a morir” (What happens is they 
treat you as a number.  If I get sick there [in the hospital], I will die). (p. 119) 
 
Although the voices conveyed a deep concern for the potential for mistreatment (i.e., “I will 
die”), the article did not adequately address, in the words of the patient, why the mistreatment 
happened.  Although the researchers created an exceptional foundation, they simply did not 
capitalize on the opportunity to expand the knowledge offered by the focus groups.   
Failing to expand on the knowledge of focus groups is a recurring theme within the 
literature, and Satel and Klick (2006) highlighted the shortcomings of the current body of 
literature when they tried to determine if physicians were biased (this covers the three 
discriminatory themes): “Until such data are published—surprisingly we could find no reports on 
care of low-income whites versus low income minorities—the allegation of racial bias in the 
system is unsupported” (p. 53).  The authors attempted to determine if socioeconomic status 
versus race influenced the perception of racial bias in health care, and, despite thoroughly 
searching the academic repositories, they could not unearth sufficient data on socioeconomic 
discrimination in health care.  Ubelacker et al. (2012) highlighted the same takeaway; they 
viewed their focus groups as a foundation for additional researchers to build upon: “Improved 
understanding of barriers and facilitators of depression treatment in general and depression care 
management in particular for Latinos enrolled in Medicaid should lead to interventions better 
able to meet the needs of this particular group” (p. 114). 
Although searches yielded new articles with different perspectives and findings, I 
discovered no new discriminatory themes, and I did not capture voices that included contexts and 





The last search consisted of the terms Underinsured, Discrimination, and Story and 
returned 15 results.  Specifically, the articles consisted of duplicates that I reviewed under the 
previous search criteria or that did not meet the inclusion criteria. 
The deep literature searches underscored the consistent assertion that people within the 
United States experience discrimination based on their insurance statuses.  Furthermore, 
numerous studies that represented various locations (i.e., the results were not geographically 
isolated) validated the three discriminatory themes of access, outcomes, and behavior.  
Additionally, race did not insulate the underinsured from these discriminatory phenomena—a 
number of studies captured that Caucasians, African Americans, Latinos, etc. all experienced this 
form of class-based targeted differential treatment based on the perceived ability to pay for 
health care services.  It is important to note that through the hundreds and hundreds of studies I 
reviewed, not a single research study or journal article captured all three categories of 
socioeconomic discrimination.  The studies reviewed one discriminatory theme and/or captured 
the theme within the results; however, research contributions did not establish the three distinct 
themes.  This finding further indicates the importance of the systematic review and synthesis of 
the literature developed in this dissertation, which has established that there are three distinct 
categories of socioeconomic discrimination in health care. 
To ensure that the three themes of socioeconomic discrimination in health care had not 
been previously established as the only discriminatory categories, I conducted a final deep 
literature search of the terms Socioeconomic, Discrimination, Health Care, and Themes, and I 
located 202 scholarly contributions.  Of the 202 articles, no researcher found or highlighted the 
three common threads that wove together socioeconomic discrimination in health care.  





discriminatory themes faced by the socioeconomically disadvantaged emerged, and they 
provided an opportunity to reach beyond the current body of research by establishing a platform 
for the voices of the underinsured to be heard.  This went beyond filling a perceived gap in the 
literature; it was an opportunity to empower the underinsured and increase our understanding in 
the process. 
Gap 
 There was a significant gap in the body of scholarship; specifically, the voices of the 
patients who have been treated inequitably based on their insurance statuses were missing.  The 
extensive literature searches that returned innumerable articles establishing the thematic 
categories of socioeconomic discrimination underscored this; however, the voices of the patients 
who experienced the discrimination were captured less than 5% of the time.  Furthermore, when 
researchers utilized the voices, the articles featuring the feedback of the patients underscored the 
assertions of the researchers via the deployment of strategic sound bites versus the depth, 
breadth, and additional meaning that could have been cultivated from the stories and unique 
perspectives of the patients who were denied access to care, who experienced the dissimilar 
treatment options/outcomes, or who were on the receiving end of inappropriate behavior. 
Two articles returned during the literature review process (one that met the inclusion 
criteria and one that did not) underscored this gap in the academic repository by contrasting the 
utilization of research participants’ voices.  The first article by Fulmer (2008) deployed the 
research method of portraiture to explore the topic of homelessness.  Within the following quote, 
Fulmer captured the voice and began to create a portrait of Iona, who was homeless and 
attempted to obtain health care services for her injured ankle: 
I fell.  And, uh, at the time I did not know it was broken.  So it took like two months 





income coming in.  So what I had to do was I had to go to what they call FIA now 
(Family Independence Agency).  And, um, when I went to them they was not doin’ 
anything for me.  All they gave me was food stamps and that was it. And . . .  as far as 
transportation went, I did not have any transportation, so I had to end up walking to 
where I had to go . . .  from my house where I stayed last on Joy Road and Grand River.  
I had to walk to West Chicago and Wyoming to get to the doctor, So I’m walkin’ . . . with 
a cast on. (p. 94) 
 
By allowing the patient’s voice to drive the learning, Fulmer created a learning opportunity that 
allows the reader to pull multiple salient points out of a single participant’s response; the 
following are powerful takeaways, which underscore the multifactorial issues facing the poor 
while attempting to receive care: 
• Accessing care was an issue due to the length of time it took to secure an appointment. 
• Delayed access resulted in delayed treatment of a broken ankle. 
• The patient found that the state agency to which she was directed could not help her 
from a health care perspective. 
• When an appointment for care was provided, the patient did not have the ability to 
secure transportation and had to walk. 
• Based on the distance the patient walked, the reader can conclude that the patient 
could not receive care close to home. 
• The patient walking on her cast leaves the reader to presume that she did not receive 
the prerequisite health care equipment (i.e., crutches). 
• The manner in which the patient referred to her home (i.e., past tense) leads the reader 
to believe that the patient, at the time, was homeless.  Note: This most likely impacted 
the patient’s aftercare. 
As previously asserted, not limiting the patient’s voice heightens the learning opportunities, and 





(2007) study, which provided the following parent’s voice underscoring the difficulty in 
accessing care: “There is never space for my children at the dentist” (p. 515).  Although  
Devoe et al. (2007) provided evidence of the difficulties facing this underinsured family in 
obtaining preventive dental care, they simply fell short of capturing the knowledge that could 
have been gained by using different methodological research approaches to highlight the full 
stories and contexts of the individuals facing the obstacles. 
Summary 
Through an analysis and synthesis of the scholarly contributions of numerous researchers 
and via a subsequent systematic review of their studies (see Appendix C), I concluded that there 
are three distinct evidence-based themes of socioeconomic discrimination in health care: 
• Access: limiting access to health care services based on insurance status. 
• Outcomes: different treatment options, fewer resources, and/or disparate health 
statuses based on insurance status. 
• Behavior: targeted differential treatment of patients, parents, and/or caregivers based 
on insurance status. 
Although the structure of socioeconomic discrimination is built upon a foundation 
comprised of the three thematic categories of targeted differential treatment, there is a need to go 
deeper into the experiences of those who have experienced discrimination to fully comprehend 
the nature of their health-care-related challenges.  Specifically, the voices of the patients are 
limited, the contexts are unknown, and patients’ stories remain untold.  From this perspective, 
there are many innumerable pieces to a very complex puzzle that is complicated by both the 
behaviors of the medical community and by the choices of patients.  Nevertheless, piecing 





patients or the medical professionals who are generally reflected in a negative manner within this 
niche of academic literature.  
In order to document this reality, I deployed a different methodological approach to 
researching this issue, collecting data, and interpreting results.  Specifically, I used an approach 
that enhances the voices of the research participants, details their contexts, and tells their unique 
stories in a manner that produces new knowledge for those in and outside of the academy.  To 
achieve the objective of this study, I used portraiture, a qualitative research methodology, to fill 

















Characteristic 2004 % of population 
2008 
% of population 
Ethnicity/Race   
White 6.0 7.0 
African American/Black 10.6 11.0 
Asian 8.9 8.2 
Latino 10.3 11.1 
Education Level   
< High School 9.7 11.8 
High School 7.0 9.0 
> High School 6.0 6.2 
Poverty to Income   
Poor 11.4 11.7 
Near Poor 9.0 10.4 
Middle Income 6.5 8.3 
















Chapter III: Methodology and Study Design 
Based on the gap in the literature, I wove together from the research and thoughts of 
several prominent scholars the direction for this dissertation; this served as the epistemological 
foundation for this dissertation study.  With this stated, the framework began with Schon (1995), 
who illuminated the importance of getting off the academic perch and getting into the “swamp,” 
where the greatest amount of understanding can be achieved and the greatest contributions to 
humanity will occur:  
In the varied topography of professional practice, there is a high ground overlooking a 
swamp.  On the high ground, manageable problems lend themselves to solutions through 
the use of research-based theory and technique.  In the swampy lowlands, problems are 
messy and confusing and incapable of technical solution.  The irony of this situation is 
that the problems of the high ground tend to be relatively unimportant to individuals or to 
society at large, however great their technical interest may be, while in the swamp lie the 
problems of greatest human concern. (p. 27)   
 
From this perspective, Weech-Maldonado, Hall, Bryant, Jenkins, and Elliot (2012) echoed within 
the aforementioned literature the direction to the swampy lowlands; they found that 14% of 
1,509 survey respondents perceived that they experienced discriminated based on their Medicaid 
insurance (p. S64).  Thus, I discovered the value of the work within the swamp, and through a 
systematic review of the peer-reviewed literature that determined that socioeconomic 
discrimination is prevalent in health care, I identified the need to capture the unique stories and 
circumstances through the extension of the voices of the underinsured.  Nevertheless, my 
analysis did not reveal additional knowledge that I could abstract contextually and through the 
unique situations and scenarios of this patient population.   
Unfortunately, socioeconomic discrimination in health care is not confined to a few 





within Chapter II, there are three distinct discriminatory themes the underinsured face in 
attempting to acquire health care services: (1) a lack of access to health care professionals,  
(2) health care outcomes that are not equitable to the outcomes experienced by patients with 
commercial insurance, and (3) direct feedback/firsthand accounts of discriminatory behavior.  
The discovery of this pattern yielded innumerable peer-reviewed articles that examined the 
disadvantages of being underinsured; nevertheless, while reviewing the categories, I realized that 
a preponderance of the studies within the access and outcomes domains missed a crucial 
opportunity to go beyond the numbers by capturing the unedited and undiluted voices of the 
patients.  For example, the literature analysis revealed that Medicaid recipients are provided 
different care options and dissimilar medical treatments, which result in disparities based on 
socioeconomic standing (i.e., health insurance coverage) versus the severity of the condition or 
disease process; however, the articles missed the depth that can be provided only by the patients 
on the receiving end of the discriminatory practice or behavior.  Note: Researchers investigating 
other genres of issues are starting to recognize the missing voices; Grover (2004), for example, 
highlighted that children were subjected to social policies without their voices, stories, and 
realities being heard.  
This article discusses the need for authentic social research with children given the fact 
that increasingly such research is being relied on to inform social policy which 
profoundly affects the lives of children.  Authentic research is operationalized in this 
article as that research which gives power and voice to child research participants and 
which provides insights into their subjective world.  Such research allows the children to 
a degree to be ‘subject’ or ‘collaborator’ in the research process rather than simply study 
‘object.’ (p. 81) 
 
This was the gap within the current collection of scholarly studies.  Specifically, researchers 
rarely captured the voices of the patients, and when they did, the authors offered only the 





research objects versus collaborators who could enhance the level of authenticity and broaden 
the knowledge departed through increased insights into “their” worlds.  Thus, my objective for 
this research was to provide the depth and breadth (i.e., stories and context) that were missing 
from the body of scholarship by utilizing the portraiture research methodology. 
Research Method 
 Through an extensive search and analysis of the literature on socioeconomic 
discrimination in health care, I found that access studies outpace studies that document direct 
behavior toward patients at a ratio of 6 to 1.6.  Furthermore, when I looked at this phenomenon 
at a granular level, by excluding surveys in favor of direct-patient feedback, the ratio became 
significantly more disproportionate, with quantitative methodologies outpacing qualitative 
phenomenological studies by a factor of 6 to less than 1.  Why is this important?  As  
Lawrence-Lightfoot and Hoffman Davis (1997) highlighted, “in a public health service based on 
meeting clinical need through equity in the availability and provision of services, consumer 
power can be channeled through means whereby users can exercise their voice” (p. 87).  
Unfortunately, as literature and studies underscored, patients’ socioeconomic standings influence 
the availability and parity of care, and complicating the situation is the fact that the voices of 
patients have been silent.  Thus, the individuals on the receiving end of the inequitable treatment 
have effectively been stripped of the power of the consumer.  If an individual has the right 
amount of health insurance coverage, this phenomenon effectively adds a brief appendix to a 
steadfast business adage—the customer is always right. 
To broaden the epistemological research foundation, researchers must create an avenue 
for hearing the voices of the patients, understand deeply the patients’ unique contexts, and 





this assertion; they listed the following rationale as fundamental for including the perspectives of 
the patients in health-related research: “Three main reasons have been put forward for involving 
(health) consumers in research:  
1) it is a political imperative; 
2) it is morally correct; and 
3) involving consumers benefits the research process” (p. 92). 
The wisdom imparted by the authors rings true today; 11 years after the article was published, 
health care reform, also known as the Patient Protection and Affordable Care Act, was designed 
to enhance access for the socioeconomically disadvantaged through expansion of the Medicaid 
program and extension of affordable insurances (via health insurance exchanges) for individuals 
who do not qualify for Medicaid (i.e., making more than 133% of the FPL) by extending health 
insurance products and tax breaks for individuals who have annual incomes that fall between 
134% and 400% of the FPL.  Nevertheless, the literature highlighted that this may actually 
increase the amount of socioeconomic discrimination versus allowing greater access to care.  
However, with the voices of the underinsured rarely captured and underutilized, this presented an 
opportunity to use a qualitative model of inquiry to increase the fund of knowledge as it applies 
to the challenges faced by the underinsured who attempt to obtain health care services in the 
United States. 
Qualitative inquiry.  The foundation for qualitative inquiry was phenomenology.  The 
origins of phenomenology trace to Edmund Husserl, who moved away from the traditional 
quantitative positivist perspective and is credited with being the founder of the 
phenomenological philosophy.   
This shift in the movement of philosophy was aided by Husserl himself when he 





reasoned that anything that had to be dealt with in the world had to come through 
consciousness. (Giorgi, 2005, p. 76) 
 
The “consciousness” is self-awareness of one’s being and unique context; from this perspective, 
qualitative inquiry, if not limited, has the potential to be more uniquely individualized than the 
quantitative paradigm.  The genesis of the phenomenological thought process that gave way to 
an evolving philosophy underscored this consciousness, which, as Schwandt (2007) outlined, has 
the following underpinnings:  
insist on careful description of ordinary conscious experience of everyday life: the 
life-world a description of “things” (phenomena or the essential structures of 
consciousness) as one experiences them.  These phenomena we experience 
include perception (hearing, seeing, etc.), believing, remembering, deciding, 
feeling, judging, evaluating, and all experiences of bodily action.  
(section 1, para. 1) 
 
Thus, phenomenology as a method of qualitative inquiry allows for the external context to play a 
crucial role in the research.  Giorgi (2005) underscored this assertion: “In phenomenological 
philosophy the result of the eidetic reduction is universality, but the fact that the context and 
content of the experience play such a pivotal role limits the generalization in scientific analyses” 
(p. 81).  How is knowledge acquired through this paradigm?  Patton (2002) captured the process 
by which research data are highlighted by asserting that there are three fundamental mechanisms 
used to acquire qualitative research data: interviews, observations, and documents (p. 4).   
There has been some criticism of the qualitative research philosophy, and Bentz and 
Shapiro (1998) captured the primary point of critique: “Some criticism of phenomenology has 
been that the phenomenologist focuses on the consciousness of the inquirer as the central point 
of the study and that, therefore, it is solipsistic” (p. 102); this means that all knowledge comes 
from within the individual (p. 102).  However, as the current collection of academic literature 





the body of knowledge.  To fill the void, a qualitative research method can be deployed; 
however, to begin to add to the established foundation, Eisner (1998) warned that a researcher 
should not fall into traditional traps of neutralizing the voices of the participants, which 
effectively dilutes the ability to learn through the consciousness of another: 
The kind of detachment that some journals prize—the neutralization of voice, the 
aversion to metaphor and to adjectives, the absence of the first person singular—is 
seldom a feature of qualitative studies.  We display our signatures.  Our signature makes 
it clear that a person, not a machine, was behind the words. (p. 36) 
 
From this perspective, to begin to fill the literature gap, I used a research method that expresses 
individual consciousness through the enhancement of voice, connects the readers to contexts, 
personalizes stories through the use of metaphors and descriptive similes, and allows for literary 
arts-based prose that displays the unique signatures of the research participants.  It is important to 
note that the aforementioned descriptive list of research methodological requirements are 
functional components of portraiture, which is a qualitative research method that provides an 
avenue for capturing voices, contexts, and stories through a process of qualitative inquiry. 
Portraiture research method.  Portraiture, a unique qualitative research method created 
by Lawrence-Lightfoot, combines literary aesthetics and the academic rigor of phenomenology.  
Based on this approach, Lawrence-Lightfoot and Hoffman Davis (1997) highlighted that, by its 
design, this methodological genre connects with an audience that is larger than the traditional 
base of researchers: 
Portraiture is a method framed by traditions and values of the phenomenological 
paradigm, sharing many of the techniques, standards, and goals of ethnography.  But it 
pushes against the constraints of those traditions and practices in its explicit effort to 
combine empirical and aesthetic description, its focus on the convergence of narrative 
and analysis, in its goal of speaking to broader audiences beyond the academy (thus 
linking inquiry to public discourse and social transformation), in its standard of 
authenticity rather than reliability and validity (the traditional standards for quantitative 





research instrument for documenting and interpreting the perspectives and experiences of 
the people and the cultures being studied. (p. 14) 
 
It is imperative to note that the rapid evolution of health care is resulting in health care 
professionals making innumerable decisions for the socioeconomically disadvantaged; with this 
stated, it was critical to use a research methodology that addresses the literature gap and extends 
beyond the “academy” to increase the likelihood that the voices captured within this original 
research are heard.  Specifically, to conduct and report on research that is appealing and easily 
comprehensible to those outside the academy, the portraitist captures the voices, highlights 
individual contexts (versus the positivist approach that controls them), analyzes emerging 
themes, and deploys the researcher as the empirical tool for discovery.  With this stated, I 
explored the unique aspects of portraiture to underscore how this qualitative research method 
aided in the creation of new scholarship.   
Capturing voice.  Chapman (2005) highlighted that capturing the voices of research 
participants is paramount to the portraiture research method: “In the methodology of portraiture, 
the multifaceted nature of voice must be recognized, evaluated, and integrated within the telling 
of the data” (p. 34).  Why is capturing the voices of participants so important?  Eisner (1998) 
asserted that “the presence of voice and the use of expressive language are also important in 
furthering human understanding” (p. 37).  Thus, by extending the unaltered voices of 
participants, new epistemological pathways to knowledge are created.   
It is essential to note that the process of creating new knowledge through the portraiture 
research paradigm requires a skillset that transcends simply annotating the responses to research 
questions; on the contrary, Lawrence-Lightfoot and Hoffman Davis (1997) highlighted that 





Listening for voice not only requires listening, watching, and questioning, it also requires 
that the portraitist be attentive to silences.  It is often true that the moments of silence are 
just as important to understanding the story as the message conveyed through words. 
(p. 100) 
 
Capturing the silence adds not only depth but also a unique perspective, and it begins to provide 
insight into the participants’ experiences.  Coupling this qualitative technique with portraiture’s 
different requisite that the contextual perspectives not be controlled but captured leads to a robust 
picture for the researchers, the participants, and those reading the final research product. 
Understanding contexts.  In traditional benchside laboratory research, researchers 
control the environment, or the context, to ensure that the research findings are replicable in 
other laboratories across the globe.  From this perspective, the purpose of context is to ensure 
that no environmental anomaly influences the results of the testing.  From a qualitative 
perspective, context is not an environmental manifestation or occurrence that researchers 
acknowledge, isolate, and control; on the contrary, as Seale (1999) highlighted through the 
depiction of a naturalistic inquirer’s use of context, it is embraced and becomes a fundamental 
component of the research process: “The naturalistic inquirer, on the other hand, would claim the 
potential uniqueness of every local context, requiring empirical study of both sending and 
receiving contexts for applicability to be established” (p. 468). 
 Lawrence-Lightfoot and Hoffman Davis (1997) underscored that the portraitist believes 
there is no meaning without context: 
The portraitist, then, believes that human experience has meaning in a particular social, 
cultural, and historical context—a context where relationships are real, where the actors 
are familiar with the setting, where activity has purpose, where nothing is contrived 
(except for the somewhat intrusive presence of the researcher). (p. 43) 
 
The granular depiction of context, including the envelopment of the researcher, makes the 





The following five contextual perspectives add detail and, by design, expand the appeal and the 
comprehension of a broader audience of readers: 
1. Internal context (i.e., the physical setting): “Portraits are always framed by the ecological 
context: a vivid description of geography, the demography, the neighborhood, and a 
detailed documentation of the physical characteristics of the place that evokes all the 
senses” (p. 44). 
2. Personal context (i.e., the researcher’s perch and perspective): “The place and stance of 
the researcher are made visible and audible, written in as part of the story” (p. 50).  This 
is the pivotal component of portraiture; the researcher is woven into the story and 
becomes a documented instrument of the research. 
3. Historical context (i.e., journey, culture, and ideologies): “The portraitist should always 
be alert to the convergence (and contrast) between the external signs of the physical 
environment and the interior culture, noting the synchrony and dissonance” (p. 52).  
Essentially, the history frames the journey and helps explain the culture and ideologies.    
4. Aesthetic features (i.e., symbols and metaphors): As previously highlighted, portraiture, 
by its design, is research, as well as a communications method that transforms the results 
of traditional phenomenological rigor into academic literature that is applicable to those 
outside of the traditional academic circles.  Through the deployment of symbols and 
metaphors, the research writing may resonate with a broader audience.  “Embedded in the 
contextual frame, metaphors capture the reader’s attention, call up powerful associations, 
and resonate through the rest of the piece” (p. 55). 
5. Shaping context (i.e., the actors’ roles): For the portraitist, the context constantly changes 





the researcher documents the context, she must remember that the context is not static 
and that the actors are not only shaped by their context, but that they also give it shape” 
(p. 57). 
Although the phenomenological paradigm provides an avenue to capture voices and 
acknowledge contexts, Bloom and Erlandson (2003) highlighted that the portraiture method is 
robust, detailed, and more personal as researchers and participants navigate the story together: 
The portraiture process is an interactive one.  It is a communication in process in which 
the portraitist seeks constantly to understand the construction of reality that reflects the 
subject’s past experience, gives meaning to her present experience, and directs her future 
experience.  She uses her own voice to elicit the voice of the actor and to comprehend 
and frame the meaning of the actor’s story. (p. 875) 
 
Through the framing of actors’ stories, the process of searching for and discovering patterns of 
shared insights between researchers and participants produces meaning; with this stated, 
identifying and analyzing the themes became paramount as I, the portraitist, transformed stories 
into the new scholarship that began to address the highlighted gap in the literature.    
Identifying and analyzing themes.  As Lawrence-Lightfoot and Hoffman Davis (1997) 
highlighted, to identify themes in portraiture, the portraitist looks for synergy between the stories 
of the actors/participants.  The emergent themes grow out of data gathering and synthesis and are 
accompanied by generative reflection and interpretive insights.  According to Matthias and 
Petchauer (2012), the process of identifying the emergent themes begins with finding the 
harmony: “The resonant voice is one that harmonizes with the voices of other participants; in 
other words, the participants’ voices provide the common themes that emerge from the constant 
comparative analysis of the data” (p. 406). 
 The process of finding common themes is the first part of the five modes of synthesis, 





1. Repetitive refrains: These are the themes that are “harmonized” between the actors 
(p. 193). 
2. Resonant metaphors: The portraitist begins to find themes in the “metaphors, symbols, 
and vernacular of the actors” (p. 198).  This is an analytical process of analyzing the 
similes and using symbolism that possesses synergy, if not synonymous meaning. 
3. Institutional and cultural rituals: As they can be captured in metaphors and within 
symbolism, institutional and cultural rituals may reveal a relevant thematic trend. 
4. Triangulation: The technique of triangulation is a strategic manner of unearthing 
themes that intersect during the multiple interviews.  “Using triangulation, the 
researcher employs various strategies and tools of data collection, looking for the 
points of convergence among them.  Emergent themes arise out of this layering of 
data, when different lenses frame similar findings” (p. 204). 
5. Revealing patterns: Within this mode of synthesis, unlike utilizing a quantitative 
approach, a lack of synthesis of themes or data points does not mean there is no story 
to tell; on the contrary, “in qualitative research, on the other hand, the divergent and 
dissonant views are themselves a story” (p. 209).  With this stated, the portraitist finds 
learning opportunities in antithetical perspective and captures the data-rich 
dissonance, which would be discarded in other research methods. 
Portraiture’s unwavering focus on the voice of the participant and the envelopment of 
context within an arts-based framework brands this phenomenological research method as an 
unconventional yet appropriate tool to fill void in the current body of literature.   
Lawrence-Lightfoot and Hoffman Davis (1997) explained how voice is at the center of the data 





Like every element of portraiture, voice is imprinted both on the product—the portrait as 
a finished narrative—and on the two mutually informative aspects of the portraiture 
process: the collection of data and the analytic shaping of the final portrait. (p. 106) 
 
In addition to providing a method for capturing voice, Lawrence-Lightfoot and Hoffman Davis 
insisted that portraiture ensures that the individual framework of each story is thoroughly 
explored by capturing the actors’ individual contexts: 
Context becomes the framework, the reference point, the map, the ecological sphere; it is 
used to place people and action in time and space and as a resource for understanding 
what they say and do.  The context is rich in clues for interpreting the experience of the 
actors in the setting.  We have no idea how to decipher or decode an action, a gesture, a 
conversation, or an exclamation unless we see it embedded in context.  Portraitists, then 
view human experience as being framed and shaped by setting. (p. 41) 
 
As previously asserted, the current body of scholarship captured the voices of patients who 
infrequently experienced socioeconomic discrimination in the health care setting, and when 
researchers provided voices, the voices underscored the assertions of the researchers.  Based on a 
thorough Boolean search of numerous academic databases, it was clear that voices and the 
contexts that shape meaning currently do not exist.  Thus, Lawton (2003) underscored that we 
must look past the current phenomenological paradigm to find new ways of enhancing 
scholarship.  With this stated, portraiture fills the documented void and provides new knowledge 
through a process of unmuting the voices of the underserved and capturing the contextual depth 
that is unique to each research participant.   
Now that I have asserted the appropriateness of the portraiture research methodology for 
this original study, it is imperative to review the limitations and delimitations of Lawrence-
Lightfoot’s research method.   
Limitations and Delimitations 
Although portraiture is similar to ethnography, it is still a recently established research 





limitations of this arts-based approach to research.  The primary critique comes from English 
(2000), who asserted that there are two primary limitations of the portraiture research method: 
The first pertains to the assumptions regarding the nature of truth discerned when 
engaging in portraiture as a research activity.  Like all research methods, portraiture is 
offered, at least implicitly, as a form of truth seeking.  The second avenue is the line or 
space that separates the researcher from that which is being researched.  While much 
qualitative research engages in activities that erode the traditional notion of the 
researcher's stance, portraiture boldly punctures such pretenses. (p. 22) 
 
English’s critical evaluation of the portraiture methodology does not focus on whether the 
research is prone to fabrication and/or exaggeration; it hinges upon the premise that it is difficult 
to challenge from a peer-review perspective:   
Though not directly stated as such, the resulting portrait is a literal, encompassing, and 
stable truth.  And that truth is singular, unequivocal, and transcendent.  By transcendent is 
meant that the summative portrait is beyond reproach.  It isn't that the reader cannot form 
alternative opinions.  Rather, it is that the reader has no actual means to do so.  The 
power relations between the researcher/portraitist and the reader are not comparable. 
(p. 136) 
 
English’s assertion that it would be difficult for the reader to challenge the “truths” established 
using the portraiture research method has also been documented in reference to the qualitative 
paradigm:  
A defining characteristic of modern thought has been the struggle between the 
recognition that truths represent perspectives that are partial in their applicability and, 
opposing that recognition, the desire for truths that can be asserted across different times 
and cultural locations. (Frank, 2004, p. 438) 
 
In portraiture, the relationship between the researcher and the participants adds another layer of 
complexity to modern thought, as the portraitist and actors work in harmony to create a shared 
perspective, which supports English’s (2000) assertion of a power dynamic that may not be 
challengeable or navigable for the reader.  Nevertheless, Lawrence-Lightfoot and Hoffman Davis 
(1997) countered this assertion with their premise that portraiture was designed to expand 





Academicians tend to speak to one another in a language that is often opaque and esoteric 
. . . .  The formulaic structure of the written pieces—research question, data collection 
and analysis, interpretation, policy implications—is meant to inform, not inspire. (p. 10) 
 
Furthermore, Lawrence-Lightfoot and Hoffman Davis asserted that “portraitists write to inform 
and inspire readers” (p. 10).   
 The second assertion that English (2000) raised does not focus on whether the portraiture 
methodology is suitable for obtaining the truth; it rests upon the assertion that the truth may be 
influenced too heavily by the voice of the researcher: 
The portraitist-researcher bestows upon herself the authority to enter a context and find 
the story which reveals the truth.  There is no doubt in the proponents' prose that the truth 
(as opposed to a truth or their truth) is attainable by portraiture methodology.  The 
authority to do so is never seriously examined, though warnings are issued periodically 
against projecting too much of the portraitist's voice in the portrait. (p. 23) 
 
The argument brought forth by English transcends the role of the researcher and serves as a 
warning that portraiture as a research methodology could be manipulated and/or too influenced 
based on the pre-existing biases of the portraitist.  This would defeat the purpose of this 
dissertation.  Chapple and Rogers (1998), however, provided a compelling counterpoint to the 
assertion that the portraitist may have too much influence over the outcome of the qualitative 
research methodology: “Social scientists are not all in agreement about the way in which 
qualitative work should be conducted” (p. 556).  This assertion underscored that English’s 
(2000) issue with the role of the researcher could be framed within a larger discourse, as social 
science researchers and methodologists debate what constitutes the correct application of social 
science inquiry.   
 Lawrence-Lightfoot and Hoffman Davis (1997) clearly outlined that the portraitist plays 
a role larger than simply collecting and analyzing data:  
The portraitist uses voice in many modalities in the field and in the text.  Voice speaks 





records action, reflecting her angle of vision, allowing her to perceive patterns and see the 
strange in familiar. (p. 105) 
 
From this perspective, the role of the researcher becomes more salient, and the integration within 
the dialogue of a unique voice is equivalent to the role of a movie director, meaning the story, or, 
for this example, the screenplay, may have been written by another individual; however, the 
director’s primary responsibility is to ensure that it is communicated in a manner that is clear and 
appealing to a broader audience without losing the first-person perspective and meaning, which 
can be brought forth only by the actors/research participants.   
Also, recognizing a potential shortcoming within the methodology, Lawrence-Lightfoot 
and Hoffman Davis (1997) provided a gentle reminder to the portraitists that their voices should 
never become louder than the participants’ voices: 
And although it is always present, the portraitist’s voice should never overwhelm the 
voices or actions of the actors.  The self of the portraitist is always there; her soul echoes 
through the piece.  But she works very hard not to simply produce a self-portrait. (p. 105) 
 
Thus, it is imperative for researchers to know the potential shortcomings of the methodologies 
they intend to utilize to collect and analyze data.  With this stated, English’s (2000) descriptions 
of the limitations and delimitations of the portraiture research method are insightful and serve as 
a word of caution for the portraitist in the field: Let the truth of the actors shine through, yet be 
careful not to cloud the portrait with previously disclosed pre-existing biases. 
 Last, as highlighted in Chapter I, the primary limitation of the study was the small sample 
size; however, portraiture is a phenomenological research method that relies on in-depth 
interviews and, by design, calls for a smaller yet more intimate exchange of information.  Based 
on this premise, and with an overarching goal to begin to fill the highlighted gap that exists in the 
literature, the diminutive sample size permitted in-depth discussions that started to replace the 





comment on the findings derived from the underinsured, this study approached the issue of 
socioeconomic discrimination from both patient and physician perspectives and, thus, provided 
the participating physicians with the information required to better serve this patient 
demographic.  As highlighted by Bernheim, Ross, Krumholz, and Bradley (2008), 
socioeconomic standing influences the delivery of care, and understanding where patients come 
from can help physicians better comprehend how to help the socioeconomically challenged 
patient demographic: 
Some physicians indicated that patient Socioeconomic Standing (SES) substantially 
influenced clinical management and that tailoring care to account for SES was central to 
providing high-quality care. As one said, “I need to understand where they are and how 
to fit their mold to help them come up with the best possible outcome.” (p. 55) 
 
Based on the premise that the extension of voices will begin to address the missing information 
within the academic repository and will appeal to those outside of the academy, I determined that 
the opportunity to address the highlighted problem with a purpose of making known to a broader 
audience the socioeconomic discrimination of patients attempting to receive health care services 
outweighed and countered the noted limitations and delimitations of the portraiture research 
method. 
Problem and Purposes Overview 
 The assertion introduced in Chapter I and constantly underscored through the systematic 
analysis that composed Chapter II highlighted the discriminatory themes that result in the 
targeted differential treatment of patients depending on their socioeconomic statuses.  
Additionally, I isolated and explored the gap within the fund of academic literature that 
examined the differential treatment of America’s underinsured as they attempt to obtain health 
care services.  The outcome of the in-depth analytical exploration revealed that researchers had 





stories.  Simply, the voices, which could have been used to instruct, were mostly silent; the 
unique contexts, which provide a broader perspective through the knowledge of individual 
circumstances, were missing; and the stories remained untold—thus, the epistemological 
framework required to learn from the depth of their experiences was nonexistent. 
 Based on the established themes, coupled with the identified gap, the purpose of this 
dissertation was to provide a platform on which to extend the voices of the marginalized and to 
amplify the voices by capturing contexts and sharing stories.  I created new scholarship through 
the process of capturing the stories via the portraiture research method; this scholarship will 
broaden the perspectives of the readers by educating them on the challenges the underinsured 
face in attempting to obtain health care services.  Carroll (2007) underscored the assertion that 
the researcher empowers the participants, whose voices will enhance the body of knowledge:  
“Epistemologically speaking, voice refers to the many ways of knowing.  Ideologically speaking, 
voice can be viewed as a metaphor for authorship and empowerment” (p. 152).  Thus, this 
dissertation empowered the marginalized by providing a platform for their stories and added to 
the epistemological foundation during the process by addressing an unaddressed problem within 
the current body of scholarship. 
Problem Statement 
Through the systematic review of the literature, I identified an epistemological gap; this 
gap left the innumerable voices of the socioeconomically disadvantaged missing and 
significantly mitigated the number of new insights into this genre of discrimination within the 
health care industry.  Based on this premise, I wrote the following statement in an effort to 
concisely reflect the problem that exists within the current fund of academic knowledge, and it 





body of academic literature lacks the voices and experiences of those who experience 
discrimination based on their health insurance statuses. 
Research Question 
  I designed my research question—What are the experiences of the underinsured in 
attempting to obtain routine and emergent medical care in the United States?—to add new 
knowledge by increasing the understanding of the obstacles faced by the socioeconomically 
disadvantaged when they attempt to receive care.  
 To answer the question using a smaller sample size, I interviewed uninsured and 
underinsured participants, as well as physicians, to ensure that depth preempts quantity and to 
address the highlighted gap in the body of scholarship. 
Population and Sample Size 
 According to the Florida Agency for Healthcare Administration (2012), more than 17% 
of the Floridian population (i.e., 3.3 million out of a total population of 19.3 million people) 
receive their health insurance through Medicaid (para. 4), and according to The Henry J. Kaiser 
Family Foundation (2011), more than 20% of the Floridian population (i.e., 3.8 million people) 
have no health insurance (para. 1); this leaves 37%, or 7.1 million Floridians, in a position to 
experience discrimination based on their insurance statuses.  With this stated and based on the 
research methodology I selected, I did not attempt to go down the quantitative path, which would 
have required a statistically valid sampling of the 7.1 million Floridians who are underinsured.  
On the contrary, I added to the body of scholarship by capturing the voices, the contexts, and the 






 According to Lawrence-Lightfoot and Hoffman Davis (1997), “in deciding on the ground 
for the work of art, the artist must decide which perceptual features need to be emphasized and 
deemphasized” (p. 32).  With this stated and from a more granular perspective, I looked for 
participants who were or had been continuously enrolled on Florida Medicaid for the previous 24 
continuous months and who had received, or attempted to receive, health care services on a 
minimum of two occasions.  I utilized these parameters to yield a wealth of information for the 
co-construction of meaning and for converging trends between the actors in the research study. 
 Last, once I finished the portraits and they contained the findings through harmonious 
themes and dissonant voices, I presented the key takeaways and the three discriminatory themes 
to four surgeons, two in northern Florida and two in central Florida, to solicit their feedback and 
understanding of the stories and contexts provided by the underserved participants.  Note: I 
purposely selected surgical providers due to the episodic nature of the care they deliver (versus 
primary care physicians who have opportunities to establish relationships with their patients).  
The surgeons, whom I exposed to components of the participants’ portraits, provided valuable 
insight from their perspectives as health care professionals.  According to Williams, Davis, 
Parker, and Weiss (2002), health care professionals are challenged to communicate effectively 
with their patients:  
Multiple studies document that physicians’ use of medical terms, combined with patients’ 
limited health vocabulary, results in inadequate and even confusing communication, and 
patients commonly complain that physicians do not explain their illness or treatment 
options to them in terms they can understand. (p. 384) 
 
This allows the discoveries of this research to be seen from (1) the perspectives of 
patients/participants/actors, (2) the perspectives of the researcher/portraitist, and (3) the 
perspectives of the physicians whom patients seek to provide their care.  As highlighted by Seale 





charged issue: “It is not hard, too, to conceive of triangulation exercises enhancing the quality of 
politically driven research projects, whose emancipatory or enlightening effect is enhanced by 
the elicitation of multiple perspectives on, or constructions of, a phenomenon” (p. 475).  With 
the different perspectives captured, I explored and detailed the process for data collection and the 
instrumentation/method of analysis to provide transparency over the process for harvesting new 
knowledge. 
Data Collection and Instrumentation 
 In portraiture, the data collection commences once the artists/researchers cross the 
threshold into the “field” by taking in all that is around them.  Thus, researchers immediately 
address the contextual framework missing from the current literature because there is always an 
abundance of learning opportunities available if the researchers are aware.  Lawrence-Lightfoot 
and Hoffman Davis (1997) underscored the importance of the researcher being perceptive and 
receptive by carefully listening and absorbing the external stimuli: 
Once in the field, the portraitist begins by listening and observing, being open and 
receptive to all stimuli, acclimating herself to the environment, documenting her initial 
movements and first impressions, and noting what is familiar and what is surprising.  The 
research stance evolves from quiet watchfulness—where the portraitist is mostly taking 
in stimuli and listening carefully—to the more purposeful activities of initiating 
relationships with actors, scheduling interviews, and developing a plan of action.  With 
each stage of data collection, at the close of each day, the portraitist gathers, scrutinizes, 
and organizes the data, and tries to make sense of what she has witnessed. (p. 187) 
 
This form of data collection, as outlined by Penner and McClement (2008), is grounded in 
traditional qualitative research: “In phenomenological research, data are commonly collected 
through face-to-face interviews to gain insights into the experiences of the participants.  Open-
ended interviews facilitate the collection of rich data by providing the participants with the 
opportunity to describe their experience fully” (p. 97).  The detailed experiences become 





impressionistic record, which is “a ruminative, thoughtful piece that identifies emerging 
hypotheses, suggests interpretations, describes shifts in perspectives, points to puzzles and 
dilemmas that need attention, and develops a plan of action for the next visit” (p. 188). 
 The impressionistic records become the foundation for the portraiture research and allow 
the portraitist to guide the scope of focus to narrow in on emergent themes without limiting the 
voices of the research participants.  Lawrence-Lightfoot and Hoffman Davis (1997) described 
this as a continuous process that lasts until the portrait is completed: “This ongoing dialectic—
between data gathering and reflection, between description and analysis—begins in the very 
early stages of fieldwork and lasts throughout the entire research process” (p. 188).  The 
fieldwork produces impressionistic records that are coupled with a process of reflection that 
allows the researcher to increase the focus as themes begin to emerge.  Once the themes emerge, 
the qualitative research process of coding the themes occurs to produce the research findings. 
Data Analysis 
As Basit (2003) asserted, “data analysis is the most difficult and most crucial aspect of 
qualitative research.  Coding is one of the significant steps taken during analysis to organize and 
make sense of textual data” (p. 143).  Within portraiture, the identification of emerging themes 
follows this traditional qualitative process known as coding.  As further detailed by Schwandt 
(2007), “coding is a procedure that disaggregates the data, breaks them down into manageable 
segments, and identifies or names those segments” (Location 576, para. 1).  Thus, the researcher 
takes the recordings, the field notes, and other forms of collected information and begins to 
compartmentalize the themes using “five modes of synthesis, convergence, and contrast” 
(Lawrence-Lightfoot & Hoffman Davis, 1997, p. 193).  As previously highlighted, the five 





(1) repetitive refrains, (2) resonant metaphors, (3) institutional and cultural rituals,  
(4) triangulation, and (5) revealed patterns.  
 Portraiture calls upon traditional qualitative techniques and allows the data and the 
subsequent portrait to unfold through five analytical lenses with the context and the actors’ 
stories woven with aesthetic threads to ensure that it is palatable for a larger audience. 
Nevertheless, as Hackmann (2002) underscored, the analytical rigor of this research method 
creates fairly consistent findings from researcher to researcher: “Even though another 
investigator’s voice and unique imprint on the research report would be different if one were to 
attempt to replicate the study, the emergent themes identified should remain fairly consistent” 
(p. 55).  Thus, the traditional academic rigor that is built upon fundamental analytical processes 
is captured within portraiture’s five lenses and verifiable thematic findings.  The five lenses 
helped focus my research into the three primary categories (i.e., access, outcomes, and behavior) 
discussed in Chapter II.  As Basit (2003) outlined in the following vignette, coding is the process 
of categorizing and subcategorizing: 
Codes or categories are tags or labels for allocating units of meaning to the descriptive or 
inferential information compiled during a study.  Codes usually are attached to chunks of 
varying-sized words, phrases, sentences or whole paragraphs, connected or unconnected 
to a specific setting.  They can take the form of a straightforward category label. (p. 144) 
 
Based on this premise, I began with the three overarching categories and looked to add additional 
categories and/or capture themes through a process of subcategorization and thematic 
identification via the five lenses.  With this stated, after I conducted the interviews, I annotated 
the emerging themes and followed up with each research participant to ensure that my 
interpretation of synergistic or antithetical (i.e., dissonant) themes could be corroborated.  From 
this perspective, I ensured clarity of the interpretation and allowed for subsequent questions of 






 While approaching this in-depth and personally revealing form of phenomenological 
inquiry, I searched for a parallel study within the health care industry to help direct the creation 
of my interview questions.  With this stated, I looked at the approach utilized by Penner and 
McClement (2008) while interviewing family members of patients dying of head and neck 
cancer.  The researchers suggested beginning with a small number of guiding questions and 
letting the responses drive the discourse: 
A minimal number of broad, data-generating questions are asked to initiate the interview 
process.  Probes are used as needed to clarify the meaning of responses and encourage 
in-depth descriptions . . . .  The interviews will be initiated with a broad, open-ended 
question aimed at generating responses that describe the experience of the participants. 
(p. 97) 
 
This minimalistic form of querying appeared to mitigate the potential for, as Fielding (2004) 
highlighted, the dilution of the voices of the participants with my own voice, values, and biases: 
The dangers of speaking for or on behalf of others have an initial resonance that is widely 
recognized in many countries and cultures.  The very language you use in your 
description is likely to be saturated with values, frequently your own.  No descriptive 
discourse is, or can be, value-free; advocacy or interpretation is thus, to some degree and 
inevitably, part of your account. (p. 297) 
 
I coupled this perspective with Britten’s (1995) assertion that interviewers need to be sensitive 
and flexible: 
Qualitative interviewers try to be interactive and sensitive to the language and concepts 
used by the interviewee, and they try to keep the agenda flexible.  They aim to go below 
the surface of the topic being discussed, explore what people say in as much detail as 
possible, and uncover new areas or ideas that were not anticipated at the outset of the 
research. (p. 252) 
 
Based on these premises, coupled with the information unearthed through the systematic review 





serve as the catalyst to allow the underinsured patients an opportunity to tell their stories with 
their voices.  
Underinsured participants.  I asked the following open-ended primary questions 
(numbered) to capture the stories of the research participants and help answer the established 
research question; however, it is important to note that the voice of each research participant 
guided the dialogue and that clarifying subcategory questions (alphabetized) may have been 
asked.  Also, questions that are not listed may have been addressed depending on the course of 
the dialogue; this is based on the premise that the researcher should not disrupt the flow of the 
story that is being told.  
At the beginning of each interview, I asked the participant to choose an alias that I could 
use for the materials produced by the interview, and then I began asking questions. 
1. Why did you choose this name? 




d. Health insurance status? 
e. Where do you live? 
f. Is there any other information that would tell your story?  What are the important 
details about you and your life that you would want me to convey on your behalf? 
3. What have been your experiences in attempting to receive health care services? 
a. Have you ever had to wait for care (i.e., could not get an appointment)? 





c. Do you believe that you may have been treated differently (i.e., experienced rude 
or judgmental behavior) based on your health insurance status? 
d. Do you believe that you may have been treated differently medically or provided 
with different resources based on your insurance status?  
4. Have you encountered any other challenges?  
a. Transportation? 
b. Cost of medication? 
c. Access to “healthy” foods?  
Physicians.  It is important to note that I did not create portraits for the physicians; on the 
contrary, from a traditional phenomenological perspective, I structured the questions to gather 
answers to questions produced by the three thematic forms of discrimination revealed through 
the literature search.  With this stated, the following questions provided the counterperspective 
on the three legs of socioeconomic discrimination.   
1. Do you accept Medicaid patients or patients without insurance? 
a. If no, why? 
b. If yes, have you received any feedback about the provision of care when the 
reimbursement may be limited or you may not be paid at all? 
2. Do you limit access based on insurance (e.g., fewer appointment slots)? 
a. If yes, why? 
b. Have you ever had difficulty referring patients or getting patients treatment based 
on their health insurance? 
c. From an access standpoint, are Medicaid and uninsured patients allowed the same 





d. Have you ever had to stop treating patients based on their insurance coverages 
changing from commercial insurance to Medicaid or no insurance? 
3. Do you believe that underinsured patients are stigmatized or subjected to 
discriminatory behavior based on their insurance statuses? 
a. If yes, in your opinion, what is the catalyst for this behavior? 
b. If yes, how can this behavior be addressed? 
c. Do you think this stigma could be self-applied (i.e., it would keep patients from 
coming to see you out of embarrassment or based on their perceptions of the way 
they may be treated?) 
4. Are you aware that there have been a number of studies that have found that 
underinsured patients received different treatment options (e.g., breast conservation 
surgeries versus total mastectomies) based on the patients’ insurance statuses? 
a. From a collegial perspective, with patients already in the system of care, why 
would lesser treatment options or resources be offered based on their insurance 
statuses? 
5. As a part of your practice, do you understand your patients’ financial 
situations/means? 
a. While ordering prescriptions, do you know if patients can afford the medications? 
b. How do you know that your patients have received the appropriate follow-up care 









Based on underinsured patients creating a window through which readers can look at 
portraits of patients’ lives, coupled with physicians’ frank feedback, which could be 
controversial depending on the perspective of the reader, I followed an ethical framework to 
ensure that I did not marginalize or take advantage of any participant.  With this stated, based on 
the personal nature of this research, I followed an ethical framework, which protects the research 
participants and guides the researcher.  
Ethical Framework 
Bagley (2002) asserted that the foundation for making ethical decisions is grounded 
within two primary theories—teleological and deontological:  
Teleological theory is concerned with consequences.  The ethical good of an action is to 
be judged by the effect of the action on others.  Deontological theory focuses more on the 
motivation and principle behind an action than on the consequence. (p. 3)   
 
Each theory taken independently provides a strong framework for ethical decision making; 
nevertheless, it can still lead to an unethical conclusion from the unintended consequences of the 
interactions between a researcher and a research participant.  Based on this premise, and, again, 
based on the personally revealing nature of this study, I adopted an ethical framework. 
Based on the simple “do no harm” objective, I turned to the Ethical Principles of 
Psychologists and Code of Conduct (American Psychological Association, 2011, para. 2) and 





questions and answers (in italics), which I utilized to ensure that I eliminated negative outcomes 
and mitigated unintended consequences. 
Beneficence and non-malfeasance. 
• Can your research or work potentially harm any individual? 
Had I not protected the identities and the audio of the interviews, the research could 
have been detrimental to the research participants.  To protect the participants, I 
used aliases within the written documentation, and I stored the audio files on an 
encrypted and password-protected computer.  Once I finalized the research, I 
destroyed the  files. 
• Can your ability to safeguard the rights or welfare of the research participants and/or 
patients be compromised for any reason?  
Based on the safety measures listed above, the rights and welfare of the research 
participants cannot be compromised.  However, it is also important to note that I 
rented a private meeting space, and I ensured that the participants were comfortable 
with this location. 
• Can you forecast any personal, financial, social, organizational, or political situation 
that may influence your decision making? 
I disclosed my personal biases; additionally, I have no financial, social, 
organizational, or political conflicts of interest pertaining to this research. 
Fidelity and responsibility. 






To create successful portraits and to have the physicians answer my research 
questions, which could be perceived as assertively abrasive toward the medical 
profession, I quickly established relationships based on mutual trust. 
• Do you have any conflicts of interest? 
As stated above. 
Integrity. 
• Can you ensure honesty, accuracy, and truthfulness? 
The overarching purpose of this research was to provide undiluted and unclouded 
messages that can come only from capturing the voices of the research participants.  
From this perspective, anything less than accuracy, honesty, and truthfulness would 
have resulted in failure. 
• Can you keep your promises and avoid misrepresentations? 
The only promise I extended to the research participants was that their voices would 
be heard through my prose.  Essentially, I did not misrepresent their voices, and I 
strived to capture the granular contextual details that provide clarity to the messages 
and learning opportunities departed. 
• Can you avoid ambiguous or unclear commitments? 
Yes. I protected the research participants’ identities and to provided a platform from 
which to hear their voices. 
Justice. 
• Can you ensure equal quality in processes, procedures, and services that you provide, 





gender identity, national origin, sexual orientation, disability, age, or socioeconomic 
status? 
This was the purpose of this study.  
• Have you established precautions that recognize and mitigate your own personal 
biases? 
I acknowledged and fully disclosed my personal biases. 
Respect for a person’s rights and dignity. 
• Can you create a research- and/or patient-care environment respectful of the dignity 
and worth of all people? 
Again, the purpose was to extend the voices of the underinsured and underheard.  
From this perspective, I aimed to elevate the dignity of a group of people who are 
subjected to targeted differential treatment based on the their socioeconomic statuses. 
• Can you ensure the right to privacy, confidentiality, and self-determination for all 
participants and/or patients? 
I ensured the privacy, confidentiality, and self-determination of my research 
participants during the research process and after it concluded. 
• Do you have the cultural competence required for successful and respectful 
communication? 
To answer this question, it is important to note the warning from Tucker et al. (2003): 
“Although writers and researchers frequently use the terms culturally sensitive or 
culturally competent in their calls for improved health care services, few have 
actually articulated concise and useful definitions for these concepts” (p. 860).  To 





competence reflected in a preponderance of the literature did not capture the voices 
of the underserved: “Unfortunately, most definitions of culturally sensitive health 
care are based on the views of health care providers and researchers and fail to 
incorporate patient perspectives” (p. 860).  From this perspective, I deployed 
humility and an authentic desire to learn from the research participants, and I 
listened to them, thus creating the environment for the earning of trust from 
participant to participant by displaying cultural sensitivity that leads to 
individualized (i.e., person-specific) cultural competence. 
• Can you create the safeguards necessary to protect the rights and welfare of the 
participants and/or patients? 
As previously stated and articulated.  Additionally, the consent process provided the 
counsel and information required for the participants to make informed decisions 
about whether they wanted to take part in the study. 
Informed Consent   
Doyal (1997) highlighted that informed consent is a moral obligation and a right of the 
research participant: 
To deny volunteers such information is a clear breach of their moral rights.  Our abilities 
to deliberate, to choose, and to plan for the future are the focus of the dignity and respect 
which we associate with being an autonomous person capable of participation in civic 
life. (p. 1108) 
 
This underscores the necessity for a clear consent process that outlines the purpose of the study 
and the use of the information gathered.  With this stated, I designed the informed consent for 
this study (see Appendix D) to provide clarity for the research participant, to acknowledge any 
potential risks, and to explain the utilization of the information gathered, thus providing each 





with the process or with the use of the information gathered.  Last, I gave each participant the 
opportunity to listen to me read the consent form, and I provided an opportunity for questions 
and answers to ensure that they understood the data-capture process.  I also explained how I 
would utilize the end products, the portraits for the underinsured, and the perspectives of the 
physicians to fulfill the academic requirement of the Antioch in Leadership and Change Ph.D. 
program. 
Summary 
 Based on the muted or mostly marginalized voices of the underinsured in the current 
collection of health-related articles, this qualitative research study used the phenomenological 
inquiry method of portraiture to create a platform that raised the voices of the underinsured and 
provided them an opportunity to be heard.  Although portraiture is a relatively new qualitative 
paradigm, it uniquely positioned me, the portraitist/researcher, to partner with the patients, the 
actors/participants, to highlight contexts and capture their unique stories in a manner that isolated 
emergent themes to create knowledge and provide a broader perspective than currently available. 
 To capture the depth, I contrasted the portraits of the underinsured with the 
phenomenological interviews from members of the medical community to better understand both 
sides of the issues that impact the socioeconomically disadvantaged.  An ethical framework, 
which protected the research participants and was reported through arts-based, literary-refined 
prose that appeals to a broader audience, guided the harvesting of knowledge-rich data.  Thus, 
readers are afforded with opportunities to enhance their own understanding and imply their own 






Chapter IV: Findings  
 This chapter extends the voices of four patients through their health portraits and deepens 
the understanding of the information they provided through individual analyses of their 
experiences.  Additionally, four surgeons reviewed the themes from the patients and from the 
literature; their comments created supplemental behind-the-scenes perspectives on the challenges 
and successes of providing care to the socioeconomically disadvantaged.  Last, an aggregate 
analysis of patient and physician feedback captured the findings through a thematic review that 
analyzed both the correlation and the dissonance between the patients’ experiences and the 
physicians’ comments.  It is important to note that the stories of the patients struggling to 
maintain their health were emotional, and because ethnography serves as one of the two 
foundational methodologies of portraiture, I offer Ruth Behar’s thoughts from her book The 
Vulnerable Observer: Anthropology That Breaks Your Heart (1996): “Call it sentimental, call it 
Victorian and nineteenth-century, but I say that anthropology that doesn’t break your heart just 
isn’t worth doing any more” (p. 177).  With this stated, my time with the patients was worth the 
journey; their portraits were insightful and humbling. 
Health Portrait: Michelle 
Genesis of a dissertation.  While sitting in my office one day, I received an unscheduled 
call from one of my graduate students. 
“Tom, I need your help,” the student said.  
“What’s going on?” I replied.  
She said, “I was asked to present at a community health summit . . . ”  





“I just found out that there are going to be more than 200 people in attendance, and I was 
wondering if you would co-present with me,” she inquired.  
The last thing I wanted to do was sign up for another presentation, and this one was just a 
few weeks away; however, this was an exceptional student who routinely used my office hours 
to better understand the health care industry, and she had a sincere desire to change health care 
delivery for the better.  
“I would be honored,” I replied.  “What is our topic?”  
I met my student at the expansive summit meeting space, and I immediately began 
calculating the number of chairs that were set up; the number exceeded 200.  We were greeted by 
one of the summit organizers who handed us a meeting brochure and escorted us to the front 
row.  I sat down and started going through the brochure; it listed five presentations, and we were 
scheduled to go fourth, after two academicians and a nurse executive.  After the presentations 
started, I turned around in my seat to find that every chair was occupied, and I realized that there 
were a number of people standing in the back of the meeting space.  Unfortunately, I did not hear 
the first three presentations because I was going through my own slides and making quiet jokes 
to my student to lessen her pre-presentation jitters.  The next thing I knew, the meeting facilitator 
was announcing our names.  Then, we took the stage, presented, and at the conclusion of our 
presentation, received an enthusiastic round of applause.  
The meeting had already gone over schedule, and as I was leaving the stage, I began 
formulating an exit strategy; however, my voice of conscience overruled my desire to escape.  
You can’t leave; everyone will notice, I thought to myself.  Having foiled my own plan to depart, 
I took my original seat in the front row.  The final presenter was announced, and I saw a woman 





having a PowerPoint presentation, made a positive reference about my presentation, and let the 
audience know she had a story to share.  It was a story about how the mainstream health care 
system had failed her and nearly ended her life.  I sat and listened, and on a couple of occasions, 
I felt my eyes begin to water as I heard the story of a human being who was essentially discarded 
by the health care system.  At the conclusion of her presentation, I sat in deep thought, consumed 
by the power of the information this individual had shared.  I have to meet her, I thought to 
myself.  I stood up, and a number of meeting attendees approached me to talk about my 
presentation.  I answered their questions quickly and turned around to find the other presenter.  
Unfortunately, people eager to ask questions and gain additional insights from her experiences 
swarmed her. 
I left the meeting without talking with the final presenter; however, this was not the end of 
the story.  On the contrary, it was only the beginning, and it became the catalyst for my desire to 
explore socioeconomic discrimination in health care.   
Once my IRB was approved, I researched the meeting organizers, and I found an email 
address for an individual I had not met.  I sent her a simple note asking for the name and contact 
information for the final presenter.  I was disappointed that her reply was the forwarding of my 
request to another individual.  Not content with a forwarded email, I emailed the new individual 
directly and requested that he contact me.  Several days passed with no response, so I emailed 
him again.  Two days later, I received a response: “I’m sorry Mr. Crawford, I was away.  The 
presenter’s name is Michelle.”  The note ended with Michelle’s email address.  
I emailed Michelle, she responded quickly, and we set up a time to talk by phone.  I was 
nervous to make the call; I needed to find the words to articulate to her the impact her 





Michelle answered.  She remembered my presentation and me.  I told her how her powerful story 
led me down a path to study socioeconomic discrimination in health care, and how I could not 
find in the current body of academic literature the stories of the people who are struggling to 
receive the care they need.  I concluded by asking her if she would participate in my study.  She 
replied, “This is the best birthday present I could have asked for.”  We talked for a few minutes 
longer, and it was obvious to me that Michelle’s purpose was to share her experiences in an 
effort to help others.  This is Michelle’s story. 
My initial discussion with J-Lo.  I met Michelle at the public library, and due to her 
difficulty ambulating, we located the elevator and made our way to our meeting room.  Once 
inside the room, I discovered quickly that Michelle has a wonderful sense of humor and a 
charismatic personality that lights up a room.  She possesses a unique gift for making friends 
anywhere she goes; Michelle’s mom refers jokingly to this gift as Michelle being a mouth on 
legs.  
When Michelle and I talked on the phone, we debated about whether we should use 
Michelle’s real name or change her name to protect her anonymity.  Michelle wanted to use her 
real name and I, being more conservative, wanted to use an alias.  We sat down, and I 
immediately brought up the topic of what name to use.  Not missing a beat, Michelle looked at 
me, smirked, and stated, “I want to be J-Lo.”   
I looked at her for a moment and questioned, “J-Lo?”  
“Sure, if it gets people to pay attention to this, I want to be J-Lo,” she replied.  
She caught me off guard, and I think it amused her.  We talked for a few more minutes, 





began, however, she apologized with a warning that she may get choked up.  “Some of this is 
emotional and hurtful,” she shared. 
Background.  Michelle grew up in the Northeast, and at an early age, she knew she 
wanted to be a teacher.  However, her mom and dad had separated when she was nine years old, 
and as the oldest child, she had to step into a parental role for her younger sister and brother 
while her mom worked two jobs to ensure there would be food on the table and the electricity 
would not be turned off.  Out of necessity and because she needed help, Michelle’s mother lied 
about Michelle’s age on employment papers, and Michelle started working at the age of 12.  
Michelle underscored how difficult this was: “Most of the time, there wasn’t food in the house,” 
she said.  “I knew I had to make money not just to help mom, but to help my sister and brother.”  
At a very early age, Michelle was a giver, and she took great pride in her ability to help 
provide for her family.  “Most of the time, we didn’t have a phone,” she stated as a matter of 
fact.  “We had no money for school clothes or shoes.”  Michelle responded by living a selfless 
life; she went to school and waited tables and worked at the local bowing alley.  The money she 
earned went to her mom and helped provide for her siblings.  In one poignant example, Michelle 
described how it was embarrassing for her brother and sister to wear to school two-dollar 
sneakers sold at the A&P grocery store: “Unfortunately, that is what we could afford so that’s 
what we wore,” she told me.  However, her brother and sister were embarrassed and wanted 
different shoes. Michelle explained that 
every kid in school knew we were wearing two-dollar sneakers.  It didn’t bother me so 
much as it bothered my brother and sister.  So, when my brother wanted Puma sneakers 






Michelle added, “I’ve always been the caretaker and a provider.”  She takes great pride in the 
fact that she was able to provide, to make a difficult time more tolerable for her mother, sister, 
and brother, I thought to myself. 
Unfortunately, Michelle’s life circumstances meant she would not have an opportunity to 
go to college; however, she was able to graduate from a high school that provided classes for 
English, math, and science, all of which qualified for college credits.  This surprised me; 
Michelle is incredibly bright and articulate, and she appears confident when she speaks.  
However, through her own admission, she said, “I knew that I had to get the most out of high 
school because college was not in the future.  I learned through the school of hard knocks, and 
I’m a voracious reader.” 
After high school, Michelle worked a full-time job and taught ballroom dancing for 
additional income.  It was important for her to not end up in the same situation as her mother, 
and at the time, she was still supporting her siblings.  “My life, I was used to working and saving 
money and using it to help my family,” she stated and then added, “I’m only telling you this 
because it’s about being a doer versus a taker.  It’s about making a difference.”  This 
underscored what became evident to me during our discussion—Michelle became independent at 
a young age and shouldered the responsibility for others.  However, she is not remorseful about 
carrying such a large burden at a young age; on the contrary, it is a source of personal pride—she 
was able to make a difference for her mother, sister, and brother, and her unwavering work ethic 
resulted in future successes in the financial sector. 
Despite not attending college, Michelle was able to achieve her early aspiration of 
becoming a teacher by excelling as a regional trainer at a retail banking company with 1,100 





newly recruited employees, and she played a key role in management development.  From her 
humble beginnings, Michelle ascended the corporate ladder, and she become a financial services 
professional earning more than $70,000 a year in income and fringe benefits, including health 
insurance.  However, despite “loving” her job, in an ironic twist of fate, her dedication to 
improving the company ultimately ended her employment. 
Reorganized, displaced, and searching for employment.  In January 2008, the 
company, after acquiring 300 retail financial stores, moved Michelle to Florida.  This resulted in 
an unsustainable schedule; Michelle traveled 27 days a month and worked long hours.  Her 
schedule, along with work-related stress, began to take a toll on her body.  The company 
continued to acquire more stores and seeing an opportunity to realign their business processes, 
Michelle created a strategic action plan for merging the current processes of the company’s 
existing stores with the processes of the new acquisitions, and when coupled with a train-the-
trainer approach, she estimated that it would save the company in excess of $8,000,000 per year.  
However, she did not know that the company was in the midst of yet another acquisition of 300 
to 400 more stores and that her superiors were using her plan to achieve the savings.  In an ironic 
twist of fate, Michelle’s position was eliminated.  
With the stroke of an executive’s pen, Michelle went from making in excess of $70,000 
per year to being unemployed and not able find a job due to the downturn in the economy.  First, 
she lost her job, and then she lost her three-bedroom ranch-style house because she simply could 
not afford the payments.  Having no place to stay and with bleak job opportunities in southern 
Florida, she put her belongings in storage, packed her bags, and went to stay with her mom in 
northern Florida.  Michelle hoped that a change in scenery would yield new job opportunities; 





herself competing with college kids who would work for far less.  With no other options, she 
went to Virginia Beach and was virtually homeless.  “I couldn’t find a job,” she said.  “I was 
living out of my car and couch surfing.”  This also marks the point in time when her diet began 
to suffer.  “I was running out of money, and this is when I started eating bad,” she explained.  “I 
would go to 7-Eleven, I would buy a can of vegetables or soup, ask them to open the can and 
warm it up for me in the microwave.  I didn’t realize how high in sodium it was.”  
Michelle was under a tremendous amount of stress to find employment, and this was 
when she had her first panic attack.  Fortunately, she still had commercial insurance from her 
severance package.  The local physician explained to her that her blood pressure was 
dangerously high and that her poor eating habits were a contributing factor.  She was still 
unemployed when the company that laid her off called and offered her a position as a store 
manager.  Desperate to get back on her feet, she accepted the position.  She explained, “I was 
trying to catch up just to make my car payment.”  Michelle was able to negotiate accruing 
performance bonuses based on the fact that she had been laid off and the new position paid less 
than her original job.  However, the negotiation failed; after three months, she was told she 
would not receive her bonus.  Nevertheless, she was thankful to have a job, and her superiors 
told her that she would be eligible for the next quarterly bonus.  Michelle was not thinking about 
her recent health-related issues; on the contrary, she was working between 100 to 110 hours per 
week in a store that was open 24 hours for another quarterly bonus that would not materialize.  
When she was told again that she was not eligible for bonus, she quit.  This was the only job she 
ever quit on the spot. 
“What did you do?” I asked.  





Michelle paused, and then she offered me the following advice: “Don’t ever walk into a 
relationship when you’re not an equal partner,” she said.  “I lost my pride, my self-respect.  I felt 
like a loser.  I had worked so hard only to lose it all.”  
I shook my head in disgust.  That company took advantage of her, I thought to myself. 
Twice! 
“I finally got a job selling cruises, and I loved it,” Michelle stated, interrupting my anger-
saturated thoughts.  However, she had to leave this job to take care of her sick mother who had 
congestive heart failure.  So, she came back to Florida with gas money provide by her ex.  
However, she found herself back in the same competitive northern Florida job market, and, 
again, she was unable to secure employment.  She had no job, and, consequently, she lost her car 
and cell phone service.  With no health insurance, she was still not addressing her own health. 
The lucky toe.  While taking care of her mom, Michelle took note that her foot, which 
had been bothering her, was getting worse.  However, Michelle did not have any money; she 
only had two pieces of luggage that contained her clothes, so she let her foot go for six months 
until she awoke one morning to find that her toe was swollen and purple.  “It looked like an 
eggplant,” she stated.  “I freaked; I was afraid my toe would be amputated,” she said to 
emphasize the seriousness of the unknown condition.  
“What did you do?” I asked.  
She looked at me, started to cry, and stated through the tears, “To me, I was such a loser 
to go to the emergency department with no insurance.  This was my perception and why I had 
not taken care of it.” 
Based on her pain, this time was different; she had no choice but to go to the local 





pain,” she stated.  “Anytime a fat person is red in the face, they ask about chest pain.”  Michelle 
and I both laughed, and she continued:  
I let them know that I had a little bit of chest pain; however, it’s my toe, can someone 
please look at my toe.  I go to get treated, and they give me something to put under my 
tongue.  The doctor told me I was having a heart attack [i.e., myocardial infarction].  I 
said, “No.”  I pointed at my toe that looks like an eggplant.  
 
Michelle kept telling the medical team that she was not having a heart attack; however, she was 
immediately rushed to the cardiac catheter lab because her blood pressure was dangerously high.  
During the procedure, the nurse kept bumping into Michelle’s toe, and anytime Michelle felt the 
pain, she started singing the chorus to Oklahoma, which made the medical team laugh.  After the 
procedure, the physician explained to Michelle that a blood clot tore through the back left side of 
her heart; it was a massive heart attack.   
“What about the toe?” I questioned.  
“They never did a thing with the toe, and I never found out what was wrong with it,” she 
replied.  
The toe saved her life, I thought to myself in amazement.  
The ever-present stigma.  Following the procedure, Michelle was admitted to the 
cardiac intensive care unit for six days before she was moved to a regular room.  However, every 
time a doctor came and talked to her, her insurance status came up.  “Now this is where I’m 
going to get pissed and get choked up,” she warned.  Michelle continued: 
Every single time somebody came to see me, they made me tell them, yet again, that I 
had no insurance.  They used the term charity case multiple times to my face.  It’s a 
stigma; I already had this perception before I walked in.  
 
With no income and no insurance, Michelle tried to get out of the hospital as soon as possible 
because she could not afford the bill.  Michelle began to cry (it hurt me to see her cry) and stated, 





demonstrate that she had the ability to ambulate without issue.  She reported that the nurses were 
very nice, so she kept demonstrating to them that she could walk in order to get out of the 
hospital.  It worked, and she started going through the discharge process with a resident 
physician; however, the resident made her tell him three times that she had no insurance, and on 
the third time, he stated, “That’s right, you’re the charity case.”  She kept telling him that she 
wanted to go home.  He replied, “I have no problem letting you go; however, you have to take 
these meds [five meds all together].”  
“I don’t know if I can afford it,” Michelle replied, and the bad bedside manor continued. 
“Pravastatin is $90 a month; can you afford that?” he asked.  
Michelle explained, 
By this time, I was living with my mom, and she was paying for my storage unit.  I feel 
like the biggest loser on the planet.  I’ve already pawned my jewelry.  I literally don’t 
have two quarters in my purse.  I literally have nothing.  
 
This is the only doctor with whom Michelle had a problem.  “The doctor made me feel like a 
piece of shit,” she said.   
The doctor left, returned a little later, and explained that he was able to get her 
prescriptions filled for six months at $5 per prescription.  Michelle was thankful; however, she 
still had no money.  “The doctor said the Plavix was the most important, or your body will reject 
the bare-metal stent,” Michelle said.  Luckily, even though she was on a fixed income, her 
mother was able to come up with the $25 for the prescriptions.  Michelle explained, 
What doctors and nurses don’t understand is that when somebody says they’re broke, it’s 
not that they don’t have the money to go to the movies or get a pizza; they don’t have 
money at all.  Zero income.  To put gas in the car at $4 per gallon, I have to do everything 
in one trip.  I don’t know where the next tank of gas is coming from.  This is somebody 
who made more than $70,000 per year plus bonuses, and now I cannot afford a $5 






This is the disconnect, I thought.  Physicians earning in the top 1% simply do not understand the 
concept of no money.  This discovery was replaced quickly by another thought: What happened 
after six months? 
No continuum of care and a deep depression.  Michelle reported that she left the 
hospital on five prescriptions, and she was still experiencing unstable angina.  Michelle looked in 
my eyes, and it was like she was reading my mind when she asked me the following question: 
“What do you think happened after six months when I tried to make a follow-up appointment 
with the cardiologist?”  Knowing the answer, I shook my head.  Michelle continued:  
I have no insurance.  I didn’t know that I could qualify for Medicaid.  I felt like I was at 
the mercy of everyone.  I called the cardiologist who placed the stent, and they asked me 
if I had insurance.  I told them I didn’t have insurance, and they said they would be happy 
to make an appointment, but we will need payment up front of $450 before you are seen. 
 
Based on the cost, Michelle did not have the required follow-up appointment, and this left her 
with no one to renew her prescriptions.  Michelle was not getting the recommended treatment 
after her myocardial infarction; she was still looking for a job; her mom, wanting to help her 
daughter, offered her own medications to Michelle; and Michelle still had continuous chest pain.  
After the six months, she was completely off the meds and started self-medicating by taking a lot 
of aspirin.  She explained, 
The only thing I could think of is if a low dose of aspirin is good, I would double it, and I 
didn’t stay sitting for too long.  I walked; even with chest pains, I walked.  I started 
walking, thinking my heart is a muscle, thinking it would get stronger.  I cut out all meat, 
anything I could imagine that had cholesterol.  I was self-treating. 
 
In a relatively short period of time, Michelle went from being a financial services professional to 
unemployed and no longer in control of her own health.  Although the health care system saved 
her life, it presented an obstacle for continued care that appeared to be insurmountable.  This 





I was very depressed.  I felt so low.  I do not believe in suicide at all . . . it is never an 
option.  I was so low, I would be sitting at a red light and thinking it’s not really suicide if 
I let myself get hit.  It’s not really suicide if I take my foot off the brake. 
 
Michelle began to cry and stated, 
  The only thing that stopped me is who would take care of my mom?  Not even my kids.  
This is important stuff; this is the stuff that everyone out there is dealing with, and if we 
don’t stop it, it’s going to continue to happen. 
 
Michelle’s words echoed in my thoughts; she had been saved and jettisoned by the health care 
system.  The emergency department was her point of access, and by federal statute (i.e., 
Emergency Medical Treatment and Active Labor Act), the doctors there had to see her and 
stabilize her regardless of her insurance status; however, as she stated in her own words, “After 
six months, I was on my own.”  She was on her own, self-treating and, as luck would have it, 
about to find a new avenue for treatment. 
A light in the darkness and the inevitable outcome.  One year after being hospitalized, 
Michelle continued to struggle with chest pain, and during a trip to a department store, she 
discovered an opportunity to receive care through a serendipitous meeting.  “I went to Walmart, 
and I bumped into these two ladies,” she said.  “I would walk, and I would stop to catch my 
breath and let the chest pain pass, and these two ladies asked me jokingly if I was trying to pick 
up men at the end of the aisle.”  Seeing that Michelle was out of breath, they asked if she was 
OK, and Michelle let them know that she’d had a heart attack.  The ladies continued talking, and 
one of them suggested that Michelle go to the same free clinic where she received care.  Michelle 
found the contact information for the clinic, called, and asked if she could get prescriptions there.  
She was told that she could; however, the clinic was first come, first serve.   
 A short time later, Michelle woke up with a huge sore on her leg that looked like a burn.  





physician treating Michelle’s mom noticed the sore on Michelle’s leg, and she became concerned 
and told her it looked like a staph infection.  “Mom’s doctor told her to come to the free clinic, 
and she would see me,” Michelle stated.  
This unplanned, unintended interaction was a stroke of luck; in the free clinic, Michelle 
developed a strong rapport with one of the attending physicians who was volunteering his time to 
care for those without the means to be treated by the local health care system.  Michelle told the 
physician about her heart stent and being off the prescribed medications for six months, and, 
concerned, he requested to see her medical records.  Unfortunately, it was during this time that it 
was believed she’d had another heart attack.  This was discovered when the physician at the 
clinic ordered blood tests.  The results were disconcerting; Michelle’s enzymes were elevated, 
indicating that it was likely she had suffered another heart attack while off her medications.  
However, due to her constant uncontrolled angina and her high tolerance for pain, she simply did 
not notice.  
Concerned, the doctor asked why she did not have follow-up care.  Michelle recounted 
the $450 obstacle that was placed in her path of receiving follow-up care, and the doctor 
responded by personally calling the cardiologist who placed the stent.  During the dialogue, the 
cardiologist said he vividly remembered Michelle as the patient who was singing the chorus to 
Oklahoma during her operation, and he asked, “Why didn’t she call me?  I would have taken her 
pro bono.”  He did not realize that his own team had denied Michelle access to the care 
necessary to maintain her recovery.  The physician removed what appeared to be an 
insurmountable obstacle, and the cardiologist saw Michelle within five days of receiving the call.  
During the appointment, the cardiologist, short on bedside manner, asked, “What are you doing 





know that she should not have been having the pain she was experiencing, so he doubled the 
dosages of her medications.  With this, Michelle found herself back in the hospital she so 
desperately tried to leave one year earlier, and, unfortunately, after the attempt at a second stent 
failed, she received more unwanted news: She was inoperable.  Michelle explained, 
When the doctor was doing the operation, they found out that I was inoperable.  They are 
not sure if the stent failed or if the second heart attack caused more damage.  The stent 
shifted, and because it’s in the back, they cannot get to it.  The only thing they can do is 
to give me enough nitrates to keep it open.  
 
Michelle looked at me and relayed the information calmly; however, I felt myself getting angry 
for her.  Out of frustration, I asked, “Is this because you received no follow-up care and had to go 
off the medications?”  
“The doctor said he doesn’t know if it was because I was off the Plavix, if that 
contributed,” Michelle stated.  She added, “The doctor said I was inoperable and blew me off.  If 
I were in the same situation, I would do the same thing.  I had no choice.  I tried to follow up.  
I’m not pointing fingers; the system failed me.” 
Michelle now lives with the knowledge that she has an inoperable heart condition and 
that the nitrates are keeping her alive.  Nevertheless, she has an amazingly positive outlook on 
life, and she told me about the bright spots along her medical journey, specifically about the 
medical students and physicians volunteering at the free clinic.  At one point, Michelle was not 
feeling well; she was having a hard time breathing, and her legs could not hold her up.  As a 
result, she went to the clinic.  She explained to me, “At free care, a medical student sees you 
first, and the doctor reviews the presentation of the patient.”  After the doctor reviewed the 
presentation of her symptoms, he wanted her to go to the emergency department.  Michelle did 
not believe she was having a heart attack and stated, “It felt different.”  However, she did not 





prepared to go.  Genuinely concerned for Michelle, the medical student asked if she would meet 
him at another free-clinic location on Thursday so that she could get an electrocardiogram 
(EKG).  Reflecting on the kindness and dedication of the medical student, Michelle’s voice 
wavered with emotion as she stated, “That student personally met me at the clinic; do you know 
how much that meant to me?  This was someone who built a relationship with me.  Just the fact 
that he was there meant so much to me.”  After the EKG was performed, the doctor wanted 
Michelle to immediately go to the emergency department, and he offered to drive her there.  
Michelle complied.  She told me, “It was a pulmonary embolism.  A medical student at the free 
clinic saved my life.  He made the difference.”  
 In spite of everything that has happened, Michelle has not lost faith in medical 
professionals; on the contrary, she simply sees a system that is broken: 
I truly believe that 99% of everyone who goes into the medical field wants to help 
people, then they get caught up in the business of it.  They go into a practice where you 
have to see 4.3 patients per hour in order to survive.  How is somebody I see for only 15 
minutes going to understand what my life is about, what my challenges are?  If I don’t 
have a relationship with you, and the doctors don’t connect, they’re making decisions.  
It’s a system issue.   
 
I nodded my head in agreement, and I looked at my watch.  We had spent almost three hours 
together, and I was disappointed that my time with Michelle was coming to an end.  We talked 
for a while longer, she told me other stories about her mom and herself, we laughed, and then, 
slowly, we both recognized that it was time to go.  I was humbled—this was not just an interview 
that provided additional insight; it was much more.  I left our discussion grateful because I knew 
that I had made a friend. 
The last-chance meeting.  After the interview had concluded, I introduced Michelle to 
my son Jake, who had been waiting in the library.  We parted ways, and I thanked Michelle for 





library’s parking area, my son and I started the long to walk to our car.  Standing at an 
intersection waiting to cross, a white car stopped, the window rolled down, and I heard, “I wish I 
knew how to wolf whistle!”  I looked over, and it was Michelle.  My son and I laughed.  What a 
special person, I thought to myself as the car drove away. 
Analysis 
Michelle’s experiences underscored the three themes of socioeconomic discrimination; 
additionally, they provided depth, additional insights, and discoveries, which Michelle framed 
with her personal context. 
Access.  Michelle received the emergent care that saved her life; however, each 
emergency department, by federal statute, cannot turn away an unstable patient.  With this stated, 
the financial obstacle impacted her health when she attempted to receive follow-up care six 
months after her myocardial infarction.  Specifically, there was a disconnect between the 
physician and the gatekeepers of his schedule, and this resulted in Michelle self-medicating and 
taking her fragile health into her own hands.  After a year, Michelle gained access; however, 
another physician within the system removed the financial obstacle that blocked her path. 
 Michelle’s lack of awareness about the benefits that were available to her complicated 
her situation.  As a working professional, she simply did not know that she was qualified for 
Medicaid benefits; had she known, she may have had access to the system of care that provided 
her initial treatment.  
 From a positive perspective, the free clinic provided Michelle with access to health care.  
Additionally, the physician who treated her removed the financial obstacle that was prominently 





clinic acted like a system of care and met Michelle where the appropriate equipment (i.e., EKG 
machine) was located. 
Behavior.  Michelle’s story demonstrates the power of the stigma faced by underinsured 
individuals.  Specifically, Michelle, having been a provider, a giver, and a doer her entire life, 
was ashamed to ask for care without insurance, and a team of health care providers who 
continually referred to her as a charity case magnified this shame.  Even without knowing an 
individual’s personal context, this insensitivity is unacceptable; however, through the health 
portrait, it was clear that this deeply wounded an individual who started working to provide for 
her family at the age of 12; thus, the shame that almost prevented her from receiving care was 
exposed and amplified during the process of receiving it. 
 It is also important to note the socioeconomic gap in knowledge displayed by the health 
care professional treating Michelle.  Specifically, from a means perspective, there appeared to be 
a lack of understanding and sensitivity for an individual who had no money.  As Michelle stated, 
she did not have two quarters to her name, and the resident physician did not seem to 
comprehend that she could not afford the $5 prescriptions.  Additionally, he did not take the time 
to forecast what would happen after Michelle exhausted her supply of medications.  This 
demonstrates a health care system that is episodic and reactive versus one that plans for the 
longitudinal care of patients.  Michelle’s case demonstrated a pass-the-buck/someone-else’s-
problem response to her long-term care needs.  The hospital’s six-month plan without follow-up 
and the cardiologist “blowing her off” once Michelle was determined to be inoperable support 
this assertion. 
 From a positive perspective, the free-clinic physicians and staff members treated 





medical professionals genuinely cared for her replaced the shame she felt when referred to as a 
charity case.  Additionally, two individuals exhibited above-and-beyond behavior.  The medical 
student who pleaded with Michelle to meet him so she could get an EKG and the free-clinic 
doctor who read the EKG and was so concerned he offered to personally drive Michelle to the 
closest emergency department both went above and beyond. 
Outcomes.  Michelle provided a powerful example of a health-outcome difference 
experienced by an uninsured patient versus an insured patient.  Specifically, Michelle could not 
afford the $450 fee to see the cardiologist for follow-up; consequently, she did not have her vital 
prescriptions renewed, and she had no choice other than to self-treat by taking a large daily dose 
of aspirin in an attempt to thin her blood.  As a result, she had a subsequent heart attack, her stent 
shifted, she became inoperable, and she now lives with constant chest pain. 
 Additionally, it is important to note that a deep depression accompanied by suicidal 
thoughts was another unintended outcome.  Michelle hit a new low; she had already lost 
everything for which she had worked (e.g., her career, her house, her home, and her jewelry), 
and, worst of all, her identity as a caretaker and provider was continually stripped from her 
within a hospital setting where medical professionals repeatedly called her a charity case.  
Essentially, medical professionals perceived her as a taker versus a giver.  Michelle found herself 
in a downward spiral.  She was unable to access the care she needed to maintain her health, and 
she was not in a position, despite multiple attempts, to resume employment.  This is potent 






Health Portrait: Tee 
Introduction.  I ran a notice in the announcements section of the local paper that asked 
the following four questions: 
1. Medicaid or no insurance? 
2. Have you had a difficult time getting a doctor’s appointment due to your health 
insurance status? 
3. Do you believe a health care professional treated you differently based on your health 
insurance status? 
4. Do you believe you received different treatment options based on your health 
insurance status? 
The notice concluded with, “If you answered ‘Yes’ to one of these questions, you may qualify to 
participate in a study.”  Within 24 hours of posting the notice, Tee sent me the following 
response: “I am able to answer ‘Yes’ to not only one of the questions but to all of the questions.”  
I quickly scheduled a call, and when I got Tee on the phone, we talked through the study and 
some of Tee’s experiences.  I could hear the hurt and disappointment in her voice as she briefly 
relayed how she has been treated within a local system of care.  We concluded the call with an 
agreement to meet at the public library; having never before met in person, I promised to wait 
outside so that we could easily locate one another.   
 I was standing in front of the library on a blistering hot Florida day when I noticed a 
woman walking toward me with a folder in her hand.  A teenage male closely followed the 
woman, who appeared to be in her mid-to-late 40s.  The woman looked in my direction and 
questioned, “Tom?”  





Tee introduced me to her son (she was obviously a proud mom), and we proceeded to go 
inside.  Upon entering the library, the building, with exposed beams drawing the eye to 30-foot-
high ceilings, surprised me; it was far more spacious inside than it appeared from the street.  We 
made our way to the reserved private study room, and Tee sat down and began pulling numerous 
papers out of her folder to organize herself for our dialogue.  I did not know it at the time, but I 
was looking at a woman who had once enjoyed employment and the health-related benefits that 
came with her job.  At the time she had her job, she was young, fit, and healthy; however, as I 
learned, she had lost control of her own well-being and without commercial insurance, she also 
lost her ability to partner in her own health care.  As she continued to sort through her papers, I 
looked at her and asked her to tell me her health care story. 
Searching for a physician partner.  I quickly learned that Tee is an individual who 
wants to partner with her health care providers; she had requested copies of her records so she 
could do her own research because she wanted to understand why her once-strong body was 
experiencing a number of unwanted and unexpected issues.  Tee had worked as a courier, and 
she was strong—she had the ability to lift 70-pound packages on a daily basis.  However, this 
quickly and ironically changed in 2006 when she moved from Florida to Tennessee.  It was 
during the move that, while performing a task that she had performed professionally innumerable 
times, she hurt her neck unloading a truck.  On the day of this task, Tee was introduced to the 
harsh dichotomy between being employed with commercial insurance and not having a job. 
Tee was diagnosed with two herniated discs and was left to navigate with Medicaid 
coverage the complex health system.  In recent years, Tee had moved to central Florida before 
settling in her current home in northern Florida.  Contextually, it is important to note that while 





due to her enrollment in managed Medicaid plans that had “participating” providers; however, in 
northern Florida, she found herself with “straight Medicaid” and was left on her own to find 
physicians willing to accept her insurance.  “It took me six months to receive an appointment 
with a primary care physician, and I seen only by a resident physician,” she reported while 
pulling papers and medical reports out of her folder.  “You cannot find any doctors here who 
take Medicaid—it all goes through the university.  We’re like their guinea pigs; they send us so 
the students can learn on us.”  
The wrong documentation.  Tee went through her documentation and pointed out 
inconsistency after inconsistency while contrasting her current medical documentation with her 
past documentation from Tennessee and central Florida.  When she came to northern Florida, she 
asked her current physician to retrieve her medical history from her past care providers; 
however, the records were “lost” in transit.  Tee took it upon herself to ensure that her medical 
history was correct by requesting her own historical and current documentation; however, she 
could not believe what she found.  “They didn’t care to know anything,” Tee stated, obviously 
annoyed.  “I’ve never seen so many mess-ups in my whole life.  The Ear, Nose, and Throat 
provider documented that I had tonsils, but my tonsils were removed in 1977.”  From radiology 
reports that were mislabeled to documentation that stated that the cause of her pain was 
unknown, it was as if the documentation captured a story of a completely different individual.  
After moving back to central Florida, Tee was evaluated by a neurosurgeon who said he 
could alleviate her constant pain operatively; however, she was a single mom and was “afraid” of 
undergoing a complex surgery because of her responsibilities as a mother.  This was part of the 
process that validated the genesis of her pain, and it was substantiated by two MRIs in two 





at her mislabeled radiology report, which made it appear that the source of her chronic pain was 
conflicting, if not a mystery.  Frustrated, Tee looked at me and stated, “I brought all this stuff 
because listening to it sounds crazy.”  I immediately understood what she said.  It is 
counterintuitive for medical providers to not have or want to understand your medical history, I 
thought to myself.  Nevertheless, it was not due to a lack of effort; on the contrary, Tee, despite 
numerous calls, had provided the correct documentation and had made consistent requests, yet 
no one was listening to her, and she understood that this could impact her care going forward.  
Going through the documents with Tee, I was overwhelmed by the evidence in the form of page 
after page of conflicting information.  I found myself looking at a human being who was 
expressing disappointment, if not betrayal, by the professionals trained to help her.  Before I 
could stop myself, I questioned aloud, “Do you think this would be different if you had 
commercial insurance?”  Tee replied, 
I would have been treated differently.  They would have treated me a lot better.  The only 
thing I can think of, where I do my blood work is an internal medicine office, but they 
don’t take Medicaid.  If I had private insurance, I would go to that office, and they would 
treat me better.  I think when they see Medicaid, they say, “Let the student look at them.” 
   
We went through additional records that were incorrect, and Tee shared that she has pleaded with 
her current medical physicians to correct the documentation.  Still, they are not listening to her.  
“I’ve gotten the run around,” she stated, exacerbated. “I’m Medicaid.  They don’t care.”  
Unfortunately, the conflicting information continues to be an unresolved issue that creates 
numerous challenges for Tee as she tries to receive the continuum of care required to treat her 
previously documented health problems. 
Obstacles at every turn.  Unfortunately, conflicting medical documentation is not the 
only health-related issue that faces Tee as she attempts to regain control of her wellness.  On the 





obstacles at every turn.  Within the labyrinth, she has fleeting moments of false hope attached to 
the perception that she is making progress; however, and unfortunately, the hope quickly fades as 
she finds another obstruction.  Although her new providers cannot isolate the genesis of her 
suffering, she still has the chronic neck issues and excruciating pain so severe that a 
neurosurgeon offered a surgical intervention as a course of treatment; however, Tee desires a 
non-surgical treatment option, and she has been unsuccessful, despite referrals from a number of 
local physicians, to gain access to the local pain clinic.  “I cannot get an appointment to pain 
management,” she stated with frustration.   
This was my introduction to the many obstacles Tee has faced while attempting to 
receive care.  It is important to note that she had already gained access within the local system of 
care and that, theoretically, a referral from a physician within that same system should have 
gained her access to any of its subspecialty providers.  However, she has been attempting to 
receive a pain consult through her primary care provider for three years.  Exacerbated, Tee 
stated, “I’ve been battling that since 2010.  They tell me they cannot see me, they cannot help 
me.” 
 I asked Tee to explain her pain to me.  She looked at me, and I could see the pain in her 
eyes.  “My fingers get numb, and I have excruciating pain in my shoulder caps,” she shared.  “I 
feel like someone has got my arms and is yanking them out of my shoulder caps.  The 
neurosurgeon told me it was coming from my neck.”  Tee lives with this pain every day; 
however, she has remained undeterred in her attempts to gain access to the pain clinic.  Despite 
the referrals from her primary care physician not granting her access, she was successfully able 
to get an appointment with a rheumatologist.  Again, this was false hope.  “The rheumatologist 





as a dialogue she had with one of her primary care providers because I wanted to understand why 
she could not access a clinic that could provide her with some relief for her chronic pain.  Tee 
answered, 
First I was told by primary care that pain management would not see me.  I got her to 
call, and she was told pain management would not see me.  This was within the two-year 
span.  I told my new primary care doctor how I could not get seen by pain management, 
and the doctor admitted to me that pain management would not see me because of 
Medicaid.  
 
This is counterintuitive, I thought to myself.  The physicians are employed by the health system, 
and the insurance should not matter; their paychecks will not be impacted.  I looked at Tee, and I 
was impressed by her resolve and her willingness to keep knocking on a door that will not open 
for her.  But she is hurting, I think to myself.  The pain was written on her face; I saw it— it was 
real.  I was frustrated for her.  
“What about the pain?” I asked.  “What do you do about the pain?”  
“I live with my pain” she stated and then paused.  “I just live with the pain; what else can 
you do?  I just live with it.”  
I looked at her, slightly shaking my head and disgusted by her inability to receive the care 
she needs.  Then, she broke the brief silence.   
“Finally, I got an appointment through my arthritis doctor, and the pain clinic actually 
called and told me I need to get referred to them by the shoulder clinic.  The door was slammed 
shut again!”   
Tee followed up by stating, “I have not given up on seeing the pain clinic.”   
 I tried to listen and remain objective; however, hearing the pain and frustration in Tee’s 
voice caused me to speak up. 





Tee looked at me, and her response was heartbreaking:  
I am, I’m angry.  I’ve been through this for so long.  It’s like you get kicked down so 
much that you cannot get up again.  They say depression is anger turned inward.  You 
cannot let your anger out.  I talk to my partner when I go home, and we’re upset, we’re 
all upset.  
 
Having had commercial insurance for most of her adult life, Tee understands the dichotomy that 
exists between having commercial insurance and being on Medicaid, and, sadly, she was able to 
illustrate the difference with two powerful examples that highlight that the labyrinth will vary 
depending on socioeconomic means (i.e., insurance status).   
After years of baking in the sun, Tee was diagnosed with precancerous skin lesions.  Her 
uncle, who had commercial insurance, received a similar diagnosis a few years ago and was 
treated aggressively to remove the lesions.  However, Tee, with Medicaid, was told that the 
lesions would be monitored.  She said the dermatologist “wouldn’t do anything.”  This was in 
contrast to when she was first diagnosed with a similar lesion years ago, when she had 
commercial insurance through her job at the local power and light company.  “I had a spot, and 
the dermatologist removed it,” she stated.  However, now she has Medicaid, and she has been 
told that intervention is not necessary.  “You don’t wait until it becomes cancer; they didn’t want 
to take the time,” she stated, obviously frustrated and concerned about her own health. 
 More troubling than the precancerous skin lesions was the 5-millimeter lump found in 
Tee’s left breast during a routine mammogram.  This is unnerving for Tee due to a strong family 
history of breast cancer; both of her sisters have been diagnosed with breast malignancies.  
Following her mammogram, Tee had an ultrasound of the breast, and recently, she had an MRI.  
The radiologist who read the MRI reported that the mass had grown to 10 millimeters in size.  
Tee was justifiably upset with the same wait-and-see approach that was recommended for her 





that the lump is benign; however, Tee told me she knows that there is only one way to diagnose 
if it is benign or malignant.  “My friend who was recently diagnosed with breast cancer had a 
needle biopsy,” she stated.  Tee was upset, and she felt, once again, ignored.  “They’re going to 
blow me off and tell me to come back in six months for another mammogram,” she stated.  “The 
lump has doubled in size!”  Tee’s voice was again lost in the labyrinth, and feeling powerless to 
secure the care she needs, the vicious cycle led to her depression.  
A depressive cycle.  Reflecting on the past, Tee stated, “In 2005, I was thin, I was strong, 
I could lift.  Now, every step I take hurts.  My feet, if I could get out and walk, it all feeds into 
my depression.  It’s horrible.”  We talked through how Tee is caught in a vicious cycle, how she 
has legitimate health issues and, and how some are addressed within the labyrinth and many are 
not.  She lives with the pain associated with her injured neck and has issues with her feet; 
however, she cannot find a podiatrist willing to accept Medicaid.  She has put on weight, which 
adds to the stress on her feet and neck; however, it is too painful for her to exercise.  
Tee’s voice was strained with emotion as she reiterated how difficult it has been for her 
to get the appointments she needs to manage her health; however, she explained how she was 
able to secure an appointment to talk through her depression:   
I got an appointment to see the psychiatrist for my depression.  If I could get proper care, 
I explained this to my psychiatrist, she’s very good, and I tell her about all the mess-ups 
I’ve been through, and I know it feeds into my depression.  I’m on three different 
prescriptions, and I cannot get out of my depression. 
 
The depressive cycle Tee highlighted is caused by an inability to address her health issues and 
concerns.  Her words were articulate and saturated with sadness.  She cannot get access to the 
care she needs, she cannot find a physician willing to correct her conflicting medical 





not in control of her own health-related destiny.  However, she does plan to escape the labyrinth 
and end the vicious cycle that has been going on for years.    
Breaking the cycle—back to commercial insurance.  Tee’s plan to break the cycle and 
exit the health care labyrinth is in the final stages of execution.  Specifically, she is in the process 
of qualifying for disability through the documented history of her legitimate health issues; 
however, as previously noted, some of this documentation is now conflicting with her current 
medical records.  Tee explained, 
I’ve been waiting, it’s been almost a year, I can get private insurance.  When I get my 
disability, I can get private insurance.  I just want outside of the Medicaid system.  I want 
Blue Cross Blue Shield, I can get care this way.  I won’t have to go through all I’ve been 
through.  I just want somebody who will go through my records and help me. 
 
One of Tee’s primary objectives for qualifying for disability was to simply receive the care that 
will help her.  Despite consistently demonstrating an unwavering resolve and determination to 
find physician partners who will help lead her back to health, medical professionals have treated 
her differently because of her insurance, and she cannot gain access to the needed specialists.  
She has, at times, not made it past the medical students or residents.  “I’ve got to be my own 
advocate,” she said.   
Tee has faced the three discriminatory themes (i.e., access, behavior, and outcomes) head 
on and has, at different turns of the labyrinth, been unable to overcome the powerful stigma 
associated with Medicaid coverage. 
Stigma and beyond.  The stigma associated with Medicaid is an added dimension to 
Tee’s story.  “I worked all my life until 2006,” she explained.  “People with food stamps and 
welfare are looked down upon.  It was very hard for me to accept the insurance; it was 





differently based on health insurance is very real, and Tee’s health story underscored the 
assertion that differential treatment based on insurance status is a reality.  
By the end of the interview, I felt like I was talking to an old friend.  Tee and I discussed 
the expansion of Medicaid through health care reform, and Tee spoke from experience.  
“Extending Medicaid means more coverage; however, it doesn’t mean they’ll receive good 
care,” she said.  Tee has enjoyed commercial insurance and now sees the potential for those on 
Medicaid or with no health insurance to receive less-than-equitable treatment.  “How many 
people are slipping through the cracks?” Tee questioned.  “Or is it just the Medicaid patients?”  I 
shook my head trying to understand the magnitude of her questions.  “That is why, when I saw 
your ad, I said, ‘Finally, somebody I can talk to who will help somebody else down the road.’  
This can’t go on like this.”  I immediately voiced my agreement.  Tee trusted me with her health 
story, and I did not want to miss a single detail.  I asked her if there was anything else she 
wanted to share.  I was humbled by her response: “I’m so thankful to have someone to tell this 
to, to help the other people out there,” she said. 
Analysis 
Tee’s experiences supported and underscored the established themes of socioeconomic 
discrimination in health care; however, Tee provided added dimensions within the three themes 
through the sharing of her personal trials and tribulations associated with attempting to reclaim 
control of her own health and well-being.  With this stated, I highlighted the added depth under 
the access, behavior, and outcomes categories. 
Access.  Tee was able to establish that for Medicaid recipients, location of residence and 





issues in Tennessee or central Florida due to being enrolled on a managed Medicaid program, but 
she was left to navigate her own care in northern Florida.  
 The access issue is well documented; however, Tee added additional depth of 
understanding to the complexity of gaining access to care or, in her case, receiving a continuum 
of care.  Although I mentioned the term labyrinth only once during our dialogue (one of my 
interjections with which she vehemently agreed), the term epitomizes her experiences.  She 
would find a way to gain access (i.e., enter the labyrinth) but would stumble on obstacle after 
obstacle in the path to regaining her wellness.  It is important to underscore that another 
physician disclosed to her that her Medicaid insurance was the catalyst for the obstructed path. 
 From a positive perspective, Tee reported no access issues when she was enrolled on a 
managed Medicaid plan.  Within this plan, the physicians were all participating, which translated 
into Tee’s ability to make appointments while living in Tennessee and central Florida.  It is 
important to note that the access was not limited to primary care; Tee was able to see specialists 
without delays. 
Behavior.  Tee did not experience outwardly rude behavior; however, she did receive 
care delivered by medical students and/or resident physicians.  On more than a handful of 
occasions, she was told that the attending physician would see her, only to have the nurse come 
in and bring her to check out.  This behavior, coupled with Tee’s inability to have her medical 
records reviewed and the conflicting documentation corrected, could be reflective of backstage 
discrimination.  Although there is no undisputable evidence to support this, the interactions have 
left Tee feeling that she is nothing more than a “guinea pig” and that the medical professionals 





 From a positive perspective, Tee reported no issues of disrespectful behavior while 
enrolled on the managed Medicaid plan.  It is important to note that every member of the care 
team exhibited respectful behavior, and this is a powerful example of how expectations and 
perceptions come into play in health care; essentially, participating managed Medicaid providers 
expect that they will see Medicaid recipients.  This is a functional component of what drives 
versus limits their businesses; consequently, physicians and staff members welcome Medicaid 
recipients.  In other settings, however, Medicaid recipients may be seen as financial liabilities. 
Outcomes.  Tee lives in chronic pain from a neck injury, and she suffers from issues with 
her feet.  She is unable to gain access to the pain clinic or find a podiatrist who will accept 
Medicaid; thus, she has no choice but to endure.  From an outcomes perspective, she has not 
received the required continuum of care to address her long-standing issues; however, there is 
another outcome that is the accumulated effect of Tee’s inability to regain control of her  
health—depression.  
 Tee’s health-related issues are documented, and she is in an emotional downward spiral 
as a result of her inability to receive care and her perspective that individuals who do not care 
about her due to her socioeconomic standing are treating her differently.  This outcome appears 
to be more directly linked to her inability to receive treatment versus the actual ailments 
themselves. 
 From a positive perspective, Tee felt like she was getting the appropriate care when she 
was enrolled on the managed Medicaid plan; she had access to specialists who prepared 
treatment plans that addressed her health-related issues, and there were no issues with her 





Health Portrait: Rebecca 
Introduction.  Rebecca is a 48-year-old loving, single mother of three daughters whose 
references to each of her girls brought smiles to her face and produced moments of proud 
reflection.  Rebecca grew up in Panama, and although Spanish is her native language, she 
fluently speaks both Spanish and English.  Nevertheless, while speaking to her, I noted that her 
English was not only flawless but also that there was no hint of an accent that would tip off a 
listener that English is not her primary language.  Rebecca’s experiences in Central America 
intrigued me, so I asked, “How was it growing up in Panama?”  
“I grew up on the Atlantic side; it was like 1950s Americana,” she explained, invoking 
Norman Rockwell-esque reflections of a wholesome era.  “We didn’t lock our doors.  It was 
beautiful.  I loved it.” 
 Rebecca left her simple way of life to attend college in the United States and, 
subsequently, received her Bachelor of Arts degree with a double major in Spanish and English.  
After graduating, Rebecca lived for a short period of time in Oregon, but she has spent most of 
her adult life in Florida.  While in Oregon, she taught Spanish on a part-time basis at Oregon 
State University; however, after four years, she returned to Florida.   
“Why did you move back?” I asked.  
“I missed the sun,” she explained.  “Three months without sunshine was depressing.” 
 “I grew up in New England, and I just couldn’t handle the gray,” I replied.  “Months 
without seeing the sun is depressing.” 
I know this way of life is not for everyone; the absence of blue skies and the dreary 
depressing weather that can saturate an individual’s mood is, at best, depressing.  Nevertheless, 





sunshine.  In spite of not enjoying the Oregon weather, Rebecca stated, “Oregon has the best 
health care in the world.”  
“Why?” I asked.  
“Because doctors still make house calls,” she said.  
Having been on various forms of Medicaid for her entire adult life, this was a powerful 
statement about physicians who were still engaged in providing care in an environment in which 
patients feel most comfortable.  Nevertheless, I soon found out that most of Rebecca’s health 
care experiences were far from patient-centric; on the contrary, during the process of receiving 
care, she experienced numerous challenges, as well as hurtful stereotyping and judgmental 
behavior. 
Discarded by policy.  Rebecca started her story about being a Medicaid recipient by 
recounting the horrible experiences she had while pregnant with her second daughter.  Rebecca 
is a self-described proponent of natural childbirth.  Her first daughter was a vaginal delivery, and 
her third daughter was a VBAC (i.e., vaginal birth after cesarean); her second daughter, however, 
was delivered via cesarean section.  This is not what Rebecca had intended; on the contrary, 
when she found out she was pregnant, she sought care at a birthing center and checked three 
times to ensure that her Medicaid insurance would be accepted and she would not be treated 
differently.  The birthing center accepted Rebecca, and she received all of her prenatal care at 
this facility.  She was comfortable with her physician, and for the first eight months and three 
weeks of her pregnancy, everything progressed as she had hoped it would.  Unfortunately, 
despite her planning, what should have been a joyous occasion in her life became a nightmare 





 One week prior to Rebecca’s due date, she received unwanted and distressing 
information: The birthing center that provided all of her prenatal care had changed a policy, and 
Rebecca was informed, “We no longer accept Medicaid.”  Thus, one week before her due date, a 
change in policy left Rebecca without a location to have her baby or a physician to deliver it.  
The birthing center had turned her away, and the relationships she had established with her care 
providers meant nothing.  Rebecca had spent more than eight months building a partnership with 
the physician who would deliver her child, and based on her insurance, the partnership was gone.  
This infuriated me, and before I could think, I interjected, “I’m sorry; that just pisses me off.  
How could they do this?” 
“I contacted someone in their office off the record, and they said it was because they 
don’t get paid enough from Medicaid,” Rebecca replied. 
 Shortly after being discarded by the birthing center because of her insurance, Rebecca 
went into active labor, and after 20 hours, she decided to go to the local hospital.  However, 
without a physician who knew her wishes and treatment plan, and based on how long she had 
been in labor prior to going to the hospital, the obstetrician told her she would have a cesarean 
section.  Rebecca reported that she had never had an operation in her life, and she was petrified 
of having major surgery to deliver her second child.  Rebecca found herself in a care 
environment with individuals who were strangers to her, the physician with whom she had built a 
relationship throughout her pregnancy was not there, and she had few options and a muted voice. 
 After Rebecca woke from her surgery, she was scared and upset.  “Where is my child?” 
she demanded of the nursing staff.  “I had never had an operation before,” she told me.  “I was so 
angry.”  Unfortunately for Rebecca, wanting a natural childbirth but having an unwanted surgery 





surgery and not knowing the location of a newborn child would make anyone upset.  Still, 
matters got more complicated.  Rebecca stated, “The charge nurse was horrible to me.  She 
wanted to say that I was depressed and that I was going to be an unfit mother.”  
This does not make any sense, I thought to myself.  I can understand the worries of 
depression; Rebecca had hoped she would have a beautiful birthing experience, and it turned 
into a traumatic one.  I cannot imagine waking and not knowing where my child is.   
“Why?” I asked Rebecca. 
“Maybe because I wanted the baby with me; I didn’t want the baby in the nursery,” she 
replied.  
Of course she wanted the baby with her—who wouldn’t?  Wanting her baby with her 
does not make her an unfit mother.   
Rebecca interrupted my thoughts. 
 “It was the worst hospital experience of my life,” she declared.  
 Unfortunately, having been on Medicaid her entire adult life, this was not the only time 
Rebecca had to deal with health care professionals labeling her.  The powerful stigma resulted in 
several hurtful interactions in which she was never provided the benefit of the doubt and awful 
assertions were projected on her as a person. 
A powerful stigma.  The inappropriate interactions during the delivery of her second 
daughter were not the only occasions that left Rebecca feeling she was targeted or judged based 
on her insurance status.  Another poignant example occurred when Rebecca needed dental work.  
While living in Oregon, Rebecca found herself in constant dental pain because she required a 
root canal for a decayed tooth.  At the time, however, Medicaid would not pay for the required 





pain; however, when she finally went to see a dentist, the interaction was unprofessional.  “They 
treated me like a crackhead,” she said.  “I wanted a root canal.  I was self-treating with alcohol, 
and they treated me like an alcoholic.  I told them I needed a root canal, my tooth hurt, I was in 
pain.”  Faced with no alternative and a believer in herbal remedies, Rebecca turned to 
naturopathic solutions to treat her pain. 
When people are in pain, they will do whatever it takes to relieve it, I thought to myself, 
and then I shared with Rebecca that I came to Florida from a rural setting in New England, and I 
was acclimated to seeing patients self-treat.  “If they could not fix it with super glue or cure it 
with whiskey, they might go see a doctor,” I told Rebecca.  “This is rural health care.”   
Rebecca followed with yet another experience: “One time in Oregon, I had strep throat,” 
she shared.  “The doctor made me breathe in his face to determine if I was an alcoholic.  I was so 
mad.  I was livid!  I was trying to treat the pain.”  Rebecca clarified her self-treatment: “If I was 
dying of pain, I would have to wait a minimum of three months,” she said in reference to the 
wait time to be seen.  “In three months, it might be gone, or I could die in three months.” 
Rebecca ended up needing another root canal and a crown, and she could not afford these 
procedures.  In the state of Florida, Medicaid will pay only for half, and the cost is simply too 
much.  The dental office staff members told her that her portion of the crown would be $1,000, 
but she did not have the means to pay.  Again, she had no other alternative than to self-treat.  “I 
was downing four aspirin every four to six hours,” Rebecca stated.  She lived with the pain 
because she had no other options. 
“The stigma is powerful,” I stated.  Rebecca looked at me, and I followed up with, “Did I 
tell you that after my first son was born, my wife and I survived on WIC (i.e., Women, Infants, 





“No you didn’t,” Rebecca responded.  
“The peanut butter fed us,” I added.  “I remember the stigma that was attached to it.” 
Rebecca agreed, and then she said, “Those people who have to get food stamps.”   
She talked about how it felt while accessing the federal programs that would help provide 
for her family.  Even though the stigma can be self-imposed, Rebecca believes that she was the 
other end and a target of inappropriate behavior because of her insurance. 
In another emotional example, Rebecca relayed how she was treated after the birth of one 
of her daughters.  The doctor entered the room and told her, “We can fix you.”  
“What do you mean fix you?” I interjected.  
“We can make it so you don’t have to have any more children,” Rebecca stated to clarify 
the intent of the physician.  The doctor was undeterred and later told her, “After you settle down, 
why don’t you come back, and we’ll fix you.”  
I looked at Rebecca, and I could tell this hurt her.  I shook my head.  
“As a welfare recipient, they were trying to make sure I wouldn’t have more children,” 
Rebecca stated.  “I get treated like a breeder—‘let’s just fix her up, so she can’t have any more 
because none of her children were a choice; she just had them as an accident.’” 
My emotions got the best of me, and I could not remain the impartial listener. 
“I’m sorry; that pisses me off,” I said.   
Rebecca looked at me and stated, “All my kids were planned.”  
Rebecca told the medical professionals that it was her choice to make, not theirs.  She 
stated the reply based on their perception of her ability to provide.  “Well, we thought because 





“What does your socioeconomic status have to do with the amount of love and nurturing 
you can provide your children?” I asked.  
Rebecca looked at me and simply stated, “Thank you.” 
 Not every one of Rebecca’s interactions with health care professionals was bad.  The 
behavior of the inappropriate physician was in stark contrast to the nurse practitioner who drove 
hours in the harsh Oregon weather to visit Rebecca after she was discharged.  Rebecca recalled, 
She came and sat with me for two to three hours.  The one thing that stuck out in my 
mind was when she said, “You are a strong, healthy woman; are you going to have more 
children?  You look like a wonderful mother.”  It touched my heart.  I told her that no one 
has ever told me that and that I appreciated that she treated me like a human being by 
saying that I was a good mom.  The nurse practitioner was an angel.  She made me feel 
so good.  You’ll never know how much that touched me. 
 
Rebecca explained that being a mom is the best job, and it has provided the best days of her life.  
Her children are successful honor students and athletes, and when she talked about her children, I 
could see that the warmth and happiness generated by the thoughts of her daughters replaced the 
anger produced by how she was treated. 
Having a doctor pass judgment on Rebecca’s socioeconomic circumstances and 
recommending “fixing” her through sterilization is an extreme example of classism; however, 
Rebecca had been on the receiving end of this behavior on more than one occasion.   
“I have another example for you,” Rebecca stated, and then she proceeded to tell me 
about an experience she had when she went to the beach.  “I know this is gross,” Rebecca said to 
prepare me for what she was about to share.  “I purchased tampons at the beach, and I got 
violently ill.  It was an allergic reaction.”  Based on the severity of the reaction, Rebecca had no 
choice but to go to the local hospital.  Knowing the catalyst for her rapid illness, Rebecca 
informed the emergency department staff about what had happened.  However, the hospital staff 





her having a sexually transmitted or drug- or alcohol-induced disease.  “They kept asking me 
about 50 times if I had a sexually transmitted disease,” she said.  “They asked me, ‘Do you have 
gonorrhea, syphilis, hepatitis, AIDS?’ I told them I think I have toxic shock.”  The local hospital 
staff members were passing judgment versus listening to the patient.  In spite of Rebecca 
continually stating that she was having an allergic reaction, the questioning continued.  “They 
wanted to know my sexual history, like when was the last time I had intercourse,” Rebecca 
shared.  
 Finally, having had enough, Rebecca asked the medical staff, “Why are you labeling me 
like this?”  She explained, “They kept writing in the chart, and I asked to see what they were 
writing, and they said no.”  As she shared her experience, I could see that Rebecca was upset, so 
I gently asked her the obvious question: “Do you think commercially insured patients would be 
asked multiple times if they had sexually transmitted diseases?”  
“I was so mad,” Rebecca replied.  “I felt like they were passing judgment.” 
Unfortunately, Rebecca’s competence as a mother was questioned, she received 
suggestions that she be fixed so that she could not have any additional children, and she 
underwent the humiliation of having her sexual history repeatedly questioned; clearly, Rebecca 
experienced frontstage discriminatory behavior based on her socioeconomic status.  However, 
having had Medicaid for her adult life, her story suggested that she may have also experienced 
backstage discrimination—she just may not have recognized it. 
The waiting game.  We continued to talk about her experiences, and Rebecca was 
thoughtful and reflective as she told me about how she does taxes on the side.  I poked fun at her 
because nobody can enjoy doing taxes.  Rebecca smiled, and then she told me how she feared 





get a prescription.  In an instant, our roles were reversed, and I became the individual sharing 
based on experience.  
“Did you know that practices purposefully overbook Medicaid patients?” I asked.  
“No, I didn’t,” Rebecca replied.  “Makes sense to me now why we always wait at least 
two hours for routine physicals; I have never waited less than two hours.”  
She has been on Medicaid for her adult life, I thought to myself.  She may not have 
known this.  I followed up by telling Rebecca about the secret shopper study that was conducted 
in Washington, D.C.  “People called stating they had commercial insurances and then called 
back with different names stating they had Medicaid, and most of the practices took the 
commercially insured over the Medicaid patients,” I shared.  “I believe it’s an economic issue.”  
Rebecca seemed surprised by the study; however, she had her own experiences with financial 
incentives in medicine.  “With my kids, I noticed that doctors always wanted to do additional 
tests, and I would tell them, ‘You are not going to run additional tests to make more money off 
the backs of my children,’” Rebecca said, and then she paused, looked at me, and finished by 
stating, “It’s a money maker.”  I nodded my head in agreement, and then Rebecca provided me 
with a glimpse into an alternative system of care. 
A system for the haves.  Rebecca’s upbringing provided her with a unique perspective 
and the ability to contrast the United States’ health system with the health system she 
experienced in Panama.  She talked about how, at times, it is easier to navigate the U.S. system if 
there is someone like a physician to help.  Nevertheless, the Panamanian system was much easier 
for her to navigate.  “In Panama, it’s great; it’s a socialized system,” Rebecca stated.  She let me 
know that her access and her ability to get the medications she needed were not issues.  To 





with me, Rebecca underscored the differences by simply stating, “It would make my life a 
thousand times easier.”  
A system that did not pass judgment, provided access and equal treatments . . .  
Rebecca interrupted my thought to say that, based on her experiences, she will see a 
doctor only if she must.  “We have a system that is geared to those who have versus those who 
don’t,” she stated.  However, after everything she has been through, Rebecca remains resilient 
and puts forth personal effort to help stop the inappropriate behavior she has experienced.  
“Luckily, another job I have, I’m a standardized patient,” she said.  “I get to evaluate the way 
that young physicians treat me.”   
If she can teach the medical students half of what she has taught me, it has to make a 
difference, I thought to myself as her closing comments punctuated a health story that has been 
marked by bad behavior and strongly influenced by her insurance status. 
Analysis  
Through the process of relaying her health care story, Rebecca provided me with a 
window through which to peer into the personal context of what matters most to her—her 
daughters and being a mother.  Unfortunately, as highlighted within the established themes, 
Rebecca’s socioeconomic status led to judgment by others, access challenges and, a birthing 
outcome that could have been avoided. 
Access.  The concept of the labyrinth highlighted within the first two health portraits 
manifested again in Rebecca’s story.  Specifically, the birthing center changed a policy, and 
within days of Rebecca’s scheduled delivery date, a new obstacle blocked her path to receiving 
care.  It is important to note that within the labyrinth, obstacles can appear at any time and 





evidence that suggested that Rebecca may have been subjected to scheduled overbooking 
because she always had to wait a minimum of two hours to see a physician.  Although it cannot 
be stated unequivocally that this was the cause, it did highlight another important contextual 
discovery—patients who have been on Medicaid for their adult lives and who have never been 
commercially insured may lack the perspective to determine if they are being treated differently 
from an access perspective.   
Behavior.  Rebecca was accused of being an unfit mother, a breeder, and an alcoholic.  
She was also repeatedly questioned about having sexually transmitted diseases.  As she stated, 
others who did not know her passed judgment on her.  These individuals made insensitive 
statements that hurt and challenged Rebecca’s core purpose and sense of pride as a mother.  
Additionally, physicians made assumptions, attempted to intervene, and offered a surgical 
solution to her problem that would eliminate her ability to conceive.  This sent the message to 
Rebecca, who takes great pride in being a mother, that it would be better if she simply did not 
have more children.  Additionally, health care professionals repeatedly approached Rebecca as 
though she were on the morally lower ground.  Despite not getting to know her, they seemingly 
knew better than she did what was best for her family.  These are powerful examples of 
frontstage discrimination and behavior that are directly linked to the patient’s socioeconomic 
standing. 
From a positive perspective, the nurse who drove three hours to spend time with Rebecca 
showed her kindness, treated her with respect, and complimented her on being a good mother.  






Outcomes.  Rebecca’s health story raises a paramount question: Would Rebecca’s 
birthing outcome have been different had she been allowed to receive care at the birthing center 
that turned her away because of insurance?  There is no definitive way to know; nevertheless, 
having established relationships with a care team, it is all but certain that her post-birth 
experience would have been less confrontational and hurtful.  The interactions that Rebecca 
described resulted in the additional emotional outcomes of depression and anger.  Health care 
professionals made her feel low and depressed, and on several occasions, I witnessed the raw 
anger that was still attached to these unacceptable interactions. 
 Finally, Rebecca is another example of a patient who had no other option than to self-
medicate for tooth pain.  Rebecca self-medicated with alcohol because she had no alternative for 
a badly decayed tooth that needed a root canal.  This resulted in her not receiving the root canal, 
and on at least on two occasions, health professionals accused her of being an alcoholic.  
Ironically, she endured this label on top of being “one of those people.” 
Health Portrait: Tracy 
Introduction.  Tracy is a resilient mom who, as a result of her life experiences, has 
acquired two different perspectives on health care; one perspective stems from her experiences 
with commercial insurance, and the other perspective comes from living without commercial 
insurance.  Tracy has persevered through hardships and has raised two children.  She now resides 
with family in a Florida college town.  This is Tracy’s story. 
An unexpected loss.  Tracy was once a stay-at-home mom who, along with her husband, 
enjoyed raising two children in Alabama.  I smiled when Tracy spoke; she is an easy person to 
get to know, and she has a wonderful southern accent and an authentic personality.  During our 





he dismantled bombs containing various forms of chemicals.  He worked a two-week-on, two-
week-off schedule, so he had to endure 14 days of what he called “sucking rubber” because he 
wore a protective gas mask to ensure he did not accidentally inhale any chemicals during the 
disarming process.  Still, Steven loved the job, and it afforded him an income and fringe 
benefits—including health insurance—that supported his family’s lifestyle and Tracy’s desire to 
stay home with the kids. 
 Unfortunately and sadly, Tracy’s life changed when Steven died suddenly in his sleep.  
“They said it was a heart attack,” Tracy shared.  In an instant, Tracy transitioned from being a 
stay-at-home mom and loving wife to being a single mom dealing with the grief of losing her 
husband.  She also found herself facing a number of unexpected economic challenges.  
From Blue Cross to Medicaid.  “I was trying to keep up the same life,” Tracy said about 
dealing with the death of her husband.  “It was hard.”  Her household income and the 
corresponding benefits had vanished, and Tracy tried to keep herself on COBRA, but, at $1,200 
a month, she just could not manage.  With no other options, she enrolled herself and her children 
on Medicaid.  Medicaid was not the only health-related shock she encountered; after she had 
changed her insurance, she and her children could not see the same doctors.  “They would be 
paid less,” Tracy shared.  “Medicaid will only pay a certain amount, so we had to go and see 
doctors I didn’t know.”  Some of Tracy’s physicians tried admirably, despite the change in 
insurance, to keep her and her children as patients.  “Some of the doctors tried to keep me on,” 
she explained.  “He answers to somebody, and he couldn’t keep me as a patient.  He did try to 
keep me on; I will say that.”  
The economics of the situation trumped the physician trying to keep Tracy as a patient 





she had built relationships over the years.  Thus, Tracy transferred her family’s care to strangers.  
“I go through a clinic, and I don’t know who the doctors are going to be,” she said.  “It is messed 
up; it really is.  The whole system needs to be revamped, and we need to start over.”   
Sadly, changing physicians was not the only difference Tracy noticed after the transition 
from Blue Cross to Medicaid. 
Less coverage, new experiences.  Tracy and her children had gone through the trauma of 
losing their husband/father, their source of income, their insurance, and their access to the 
physicians with whom they had spent a great deal of time building relationships.  However, these 
were not the only differences, and Tracy contrasted the experience of having commercial 
insurance versus Medicaid: 
When you have good insurance, you don’t worry about things as much as when you don’t 
have insurance.  And now it’s a whole different world to me because I had to give up my 
insurance and see doctors I don’t know.  You can tell people are treated a lot different.  
They don’t seem to go out of their way to help you.  It’s a whole different mentality.  
When I went to Medicaid, I couldn’t see my doctors because they wouldn’t take 
Medicaid.  They herd you in and out like cattle.  You’re not a patient; you’re just a 
number.  
 
Tracy and her children had personalized care with commercial insurance; the treatment team 
took the time to get know the patients as people.  At this juncture of her life, however, Tracy was 
no longer a patient or a person; she was part of a production line.  “It’s like getting on a ride at 
Six Flags,” she shared.  “They herd you through.  You can tell the difference.”  Tracy provided 
additional details of the dichotomy:   
You’re a number.  You don’t have a rapport with the doctors and nurses.  You call and 
make an appointment, and they don’t know anything about you.  With insurance, they got 
to know me; they would call and remind me of my appointments.  Now, it’s different.  I 







Unfortunately, it was not just Tracy who noted the difference after losing the Blue Cross 
coverage; Tracy’s children noticed that they had to wait a lot longer and that they did not know 
their doctors.  Additionally, Tracy’s daughter had trusted her physician, but a doctor with whom 
she did not have a relationship replaced her doctor.  Tracy shared that her daughter hated going 
to the new doctors and dentist: 
She said it wasn’t fun no more.  There’s something about it.  You’re treated . . . I will not 
say they come out and treat you different, but it’s a different mindset.  Going from Blue 
Cross to Medicaid was an eye-opening experience.  I see a whole different perspective.  
 
The new perspective is one that Tracy holds onto today; she carried it forward from her time in 
Alabama to her new home in northern Florida. 
From the country to the city.  Tracy weathered the personal storm created by her 
husband’s death, and her children are now adults.  Tracy’s son has a good job with the state, and 
her daughter is out of high school and is looking at dental hygienist schools.  Although Tracy’s 
son has good benefits through his job, both Tracy and her daughter have no insurance, and after 
recently splitting up with her boyfriend, Tracy moved to northern Florida to live with her aunt 
and start over.  Leaving a rural environment and moving to a more metropolitan area was a bit of 
a culture shock for Tracy; she had to get acclimated to the traffic, for example, versus traveling 
country back roads in Alabama.  Nevertheless, despite liking her new environment, the issues 
accompanying a lack of insurance coverage followed her to a new state. 
 When Tracy first moved to Florida, she did not feel well, and she had difficulty 
breathing.  “I was walking, but I couldn’t breathe, and I couldn’t catch my breath,” Tracy stated 
to underscore the severity of her illness.  Having no insurance and, consequently, no primary 
care physician, Tracy’s aunt brought her to the local emergency department.  Doctors diagnosed 





didn’t want to send me home, but I had no insurance,” Tracy stated, and then she explained how 
three doctors huddled in the corner debating about what they should do: 
They were all standing in the corner huddled like football players; one of the doctors 
wanted to admit me.  The doctor who wanted to admit me had to answer to a higher-up 
doctor about the reason he was going to admit me to the hospital.   
 
Tracy knew they were talking about her acute illness and her lack of insurance.  Not wanting the 
debate to continue, Tracy spoke up and told the team of physicians, “I can solve this for you.  If 
you give me the prescription, I’ll go home.  If it gets worse, I’ll come back.”  Tracy’s assertion, 
coupled with her aunt echoing that she would bring Tracy back if she got worse worked; the 
physicians discharged Tracy from the emergency department with the antibiotics she needed to 
get back on her feet.  Tracy reflected on the situation: 
They did not want to send me home, but I had no insurance.  With a hospital, if you’re 
sick, your insurance shouldn’t play a part, but it does.  They say it doesn’t play a role, but 
it does.  They are all standing over there whispering, trying to justify why they’re going 
to put me in the hospital.  It makes you feel like a second-class citizen. 
 
Tracy intuitively understands that health care is a business and that her inability to pay 
influenced what the physicians should have done.  “If I had insurance, they would have admitted 
me; there would not be any discussion because health care is all about the buck.” 
The stigma obstacle.  Tracy currently lives with untreated high blood pressure.  Her 
aunt, who has gone to the same doctor’s office for the past 30 years, attempted to get Tracy an 
appointment with her doctor.  Tracy’s aunt used the same process for securing an appointment 
that she has long used for herself; however, Tracy’s aunt was told that new patients were not 
being accepted when she shared that Tracy did not have insurance.  “She told him that I didn’t 
have any insurance and tried to find out how much it would be, and they said they were not 





Tracy had gone from Blue Cross to Medicaid to being uninsured when her daughter 
turned 18.  She knew that the system was designed for those who have insurance versus those 
who do not, and she tried to tell her aunt how it was going to work.  Tracy explained,    
I told her once that they know I have no insurance, and they won’t be interested in seeing 
me.  She had been going to the office for years, and once she told them that, the tone 
changed, and they were no longer interested in seeing me.  This is the way it works.  
With no insurance, the door is shut.  After she told them I didn’t have any insurance, they 
were no longer interested in seeing me.  
 
 What about her hypertension? I thought to myself. 
 “What are you doing about the high blood pressure?” I asked.  
Tracy replied,  
I just don’t go to the doctor.  If you call and tell them you don’t have insurance, they say 
they are not taking new patients.  It’s crazy.  It’s hard.  I am getting older, and at the age I 
am, I need to see a doctor.  The system is just messed up.  
 
I agreed with Tracy, and out of concern for her untreated condition, I told her about the bus that 
parks in the library parking lot and provides free care.  She was aware of the bus and had used it 
once because of an acute need; however, she is reluctant to be seen on the bus again despite 
telling me that the medical professionals were nice to her.   
“Why don’t you have them see you for your blood pressure?” I asked.  
“I guess it’s just my humility and my pride,” Tracy responded.  
Tracy clarified her comment by telling me that she uses the library and that it is 
embarrassing to have to wait outside when everyone knows that you are waiting for free care on 
the bus.  
 Another way to solve her problem is to get a job with insurance.  Tracy told me she has 





difficult to find a job in a competitive job market, and she does not want to work in a fast food 
environment.  Tracy is not the only one currently seeking employment. 
A similar situation.  Tracy’s aunt came into focus as Tracy reflected on her own health 
journey.  Tracy’s aunt is educated; she has multiple degrees, and for 30 years, she had a good job 
with the local university.  However, her job was eliminated, and now, she is unemployed.  Tracy 
explained, 
My aunt has been here for 30 years, and she has insurance—she went down to COBRA 
when [her employer] got rid of her job.  She’s trying to find a job.  She’s putting in four 
applications per week.  She has all kinds of degrees.  Her age is 61.  I think this is why 
she’s not being hired.  She dropped her COBRA and went to cheaper insurance.  It’s been 
difficult for her, as well.  We will see how it goes for her.  I’m trying to tell her how it 
works. 
 
Tracy’s aunt has formal degrees, but Tracy believes she is better educated than her aunt about the 
real-life circumstances of navigating a complex health care system with insurance coverage that 
is not comparable to what her aunt had when she was employed.  To illustrate the point, Tracy 
explained the dichotomy between the perspectives that exist between medical professionals and 
those living on limited means.  When Tracy was on Medicaid, her physician wrote her a 
prescription for Nexium for her reflux/heartburn; however, the cost, coupled with her fixed 
income, prevented her from getting the prescription she needed to treat her condition.  Tracy 
explained, 
Nexium, if you do not have insurance, a 30-day prescription is $207 cash.  Forget that; 
I’m not getting that filled.  I’ll go to Tums.  Why would you go with this prescription 
knowing that Medicaid isn’t going to cover it?  When I had insurance, I never thought 
about it.  Copays were cheap, and I paid one price for all of my prescriptions. 
 
This is a recurrent theme; medical professionals who simply do not comprehend what it means to 
have a lack of resources, I thought to myself and then interjected, “I have heard this before; 





“They literally mean no money; they don’t mean they got some put back that no one 
knows about,” Tracy agreed. 
Tracy continued to teach me about the economic realities people face while trying to 
maintain their health and the insurance statuses to which they are acclimated.  Tracy tried to 
maintain her Blue Cross; however, the cost was prohibitive.  Her aunt found herself in a similar 
situation, making more than $500 every two weeks on unemployment but faced with the cost of 
COBRA coverage at more than $1,000; the math simply does not work.  “You don’t know 
people’s circumstances or how they go to that point,” Tracy stated to underscore the point.  “In 
life, you don’t think about it when you are 30.  You don’t worry about insurance,” 
Day by day.  Tracy continues to look for a job, and, hopefully, she will be able to secure 
employment that comes with health insurance.  Her high blood pressure remains untreated, and 
by her own admission, she is “going day by day” with her own health; however, although she 
worries about her untreated conditions, she is more concerned about her daughter’s lack of 
insurance.   
Tracy and I continued to talk, and we discussed the Canadian health system.  Tracy 
reiterated how her view on health care has changed.  “Going from Blue Cross to Medicaid was 
an eye-opening experience,” she said.  “I see a whole different perspective.”  From a health care 
perspective, Tracy went from being a “have” with good insurance to a “have not” with Medicaid.  
Now, she has no insurance.  Nevertheless, she is reflective and thankful; her kids made it through 
their school years, and she is on the other end of a life-altering hardship.  “We made it through 





As our time together drew to an end, I was very thankful for the opportunity to meet a 
resilient and dedicated mom.  I left appreciating that she was willing to share her health care 
story with me. 
The story cannot end here.  After meeting Tracy, I could not get out of my head the 
thought of her living day by day with untreated hypertension.  Therefore, I researched the 
locations of other free clinics within the northern Florida city where we both live, and I sent her 
an email letting her know that she could access care at each location.  I shared that the locations 
have waiting rooms and that there is no need for her to sit outside in front of everyone as she 
waits to be seen.  Tracy replied with a simple “thank you!”  
Analysis 
Tracy’s experiences of being commercially insured to being on Medicaid to having no 
insurance provided a unique, behind-the-scenes view on health care.  Through Tracy’s 
viewpoint, I abstracted rich information about the challenges of receiving health care services if 
covered by Medicaid or not having insurance coverage at all. 
Access.  After the death of her husband, Tracy lost her insurance, and, out of necessity, 
she went with Medicaid coverage.  Consequently, she was shocked to learn, despite her 
physician’s attempts, that she would not be able to remain with her chosen doctor.  This is 
another example of how the health care system is a labyrinth with obstacles appearing without 
warning based on a patient’s insurance status.  Additionally, despite having a long-standing 
history with a medical practice, Tracy’s aunt was told that the practice “was not taking new 
patients” when it became clear that Tracy did not have insurance.  
 The most powerful example of the access issue was highlighted when Tracy had walking 





wanted to admit her to the hospital.  However, Tracy had no health insurance, and she witnessed 
the discourse between three physicians who debated about what to do with her.  Had she been 
commercially insured, would she have been admitted?  Based on Tracy’s discussion with one of 
the physicians, she believes she would have been. 
Behavior.  Although no one was outwardly rude or inappropriate to Tracy or her 
children, Tracy could tell that there was a difference between being insured by Blue Cross and 
being insured by Medicaid.  She found differences in numerous subtleties that led her to feel like 
she was being treated like a second-class citizen.  For example, office staff members did not call 
to remind her to make appointments, and she felt like she was herded like cattle through 
appointments.  She was no longer a patient; she was a number, and the number was pushed 
through as quickly as possible. 
 Tracy’s daughter picked up on the differences as well; in the new environment where 
relationships were not established, she simply saw the new system as void of fun.  This is a very 
important discovery; the subtleties highlighted by Tracy and her daughter may not be detected by 
those who have been on Medicaid for their entire adult lives; however, having made the 
transition from commercial insurance, the differences were palpably noticeable and easily 
contrasted against Tracy’s experiences while covered by commercial insurance.  
Outcomes.  One outcome is the lack of admission for the walking pneumonia; 
additionally, Tracy provided a powerful example of the economic issues that propel self-
treatment when she discussed using Tums to control her reflux versus the prescribed Nexium.  It 
is also important to recognize the role that self-stigmatism played in Tracy living with untreated 
high blood pressure (she is currently off all of her medications).  The stigma, or her pride, 





in a mobile clinic.  This highlights the “stigma” that is a bidirectional obstacle for the 
underinsured attempting to access health care services. 
Supplemental Information: David 
 David is a divorced dad and a civil engineer who had achieved the pinnacle designation 
of PE (i.e., professional engineer) in his field.  Consequently, he had reaped the income and 
benefits that came with the designation that, when coupled with 25 years of experience working 
at the same civil engineering firm, afforded him a comfortable lifestyle.  However, due to the 
downturn in the economy and the slower recovery in Florida, David, as one of the firm’s highest 
compensated employees, was laid off due to a reduction in force.  
 From a health perspective, David’s newly diagnosed fatty liver disease and the loss of his 
commercial insurance complicated his professional circumstances.  David is now on Medicaid, 
and his observations of the differences of moving from commercial insurance to Medicaid 
helped supplement the findings and themes of this study. 
Supplemental Information: Karen 
 Karen moved to northern Florida from South Carolina a few years ago.  She is in her 
early 30s and is a single mom of four children.  Unfortunately, she gets little financial support 
from her children’s fathers and is dependent upon federally subsidized housing and other 
programs to shelter and feed her children.  Karen is currently working for a catering company; 
however, the work is sporadic and without benefits.  Karen and her children have Medicaid, and 
Karen expressed frustration over the lack of medical and dental treatment options for her 
children. 
 Karen has been on Medicaid for her entire adult life.  With this stated, Karen’s 





care on commercial insurance, she simply had no other frame of reference against which to 
contrast her experiences. 
A Different Perspective 
 To better understand the themes of the health portraits, I interviewed four surgeons to 
obtain their perspectives of the underinsured and the obstacles they face in attempting to receive 
access to respectful and equitable care.  
Physician 1.  Physician 1 is a fellowship-trained surgical physician of Indian descent 
who practices out of a rural environment in central Florida as an employee of a local hospital.  
He has been in practice for the past 10 years and has worked in academia and within a private 
practice.  
1. Do you accept Medicaid patients or patients without insurance? 
Physician 1 does accept Medicaid patients, and he accepts patients without insurance 
within his county; however, his administrative leadership tells him that he cannot take 
care of uninsured patients outside of the primary county/services area.  As an 
employee of the hospital, Physician 1 must comply with the administrative policies 
that limit access to uninsured patients. 
2. Do you limit access based on insurance? 
Physician 1 does not limit access; however, he has had a difficult time getting 
underinsured patients referrals to other physicians.  He thinks there is a real difference 
in access based on insurance coverage.  Physician 1 noted that he has to call “friends” 
who are physicians to help some of his underinsured patients gain access to care. 
3. Do you believe that underinsured patients are stigmatized or subjected to 





Physician 1 said, “Absolutely.”  The catalyst for the behavior is reimbursement.  
Private practices are very selective.  “At the end of the day, it comes down to 
money,” he said.  “I’m a proponent of a single payer system.  You have to remove the 
financial incentives from one insurance company to another.”  Physician 1 understood 
that stigma is powerful; however, he had never put much thought into whether stigma 
could keep patients from seeking care.  
4. Are you aware that there have been a number of studies that have found that 
underinsured patients received different treatment options?  
Physician 1 was not aware of the studies; however, he was not surprised.  He said that 
dealing with Medicaid insurance is difficult; if there are disparities in how difficult it 
is to get paid and the level of reimbursement, there are going to be disparities in the 
care.  It comes down to how easy it is to bill and the amount being reimbursed.  
Physician 1 understood the emotional toll underinsurance has on patients, and he 
stated that it also has an emotional toll on his staff members (e.g., frustration as his 
employees attempt to get paid by Medicaid). 
5. As a part of your practice, do you understand your patients’ financial 
situations/means? 
Physician 1 asks his patients if they can afford prescriptions and other treatment 
options and works with patients to make sure that follow-up care is received. 
6. How can the three components of socioeconomic discrimination be addressed? 
“The only way to fix the system is through a new reimbursement system,” Physician 





Physician 1 stated that there is no way to fix socioeconomic discrimination within the 
current system. 
Physician 2.  Physician 2 is board certified in his surgical subspecialty.  He is of Korean 
descent and practices out of a rural environment in central Florida as an employee of a local 
hospital.  Physician 2 became employed within the past two years, and previously, he 
successfully ran a solo private practice for 20 years in another rural Florida community.  
1. Do you accept Medicaid patients or patients without insurance? 
Physician 2 accepts Medicaid patients; however, he had to limit access to his county 
because he had patients from 70 miles away coming to see him because they could 
not gain access in locations more local to their residences.  On a number of occasions, 
he saw patients he did not know solely because he was providing access to patients 
other physicians sent him.  Additionally, Physician 2 reported that it is tough to ask 
another physician to take care of a nonpaying patient; he reiterated that he took care 
of patients for free, and he said, “Absolutely, the underinsured receive less access to 
care.”  Physician 2 stated that issues are multifactorial, meaning that underinsured 
patients do not follow up even when provided with free care.  He provided an 
example of a patient who needed follow-up care after surgery who would not come 
in; to ensure that his patient would not have irreparable damage due to a lack of 
follow-up, he sent the local authorities to find the patient and bring her in to see him. 
2. Do you limit access based on insurance? 
Physician 2 does not limit access based on insurance, and he has not had anyone 
within a leadership position limit his ability to take patients; however, he has had 





3. Do you believe that underinsured patients are stigmatized or subjected to 
discriminatory behavior based on their insurances statuses? 
Physician 2 stated, “I believe that there is some of this going on.”  He said it is based 
on multiple issues with this patient populace not following instructions; they are less 
compliant and are more prone to suing health care providers, he said.  When asked for 
a possible solution, Physician 2 stated,  
All patients have to take responsibility for their health care; you get a small 
percentage of the people who are the outliers, who are bad, and these are the ones we 
think of.  There are more Medicaid patients who are outliers and have unhealthy 
lifestyles, and they get stigmatized this way.   
 
It is important to note that Physician 2 was unaware that self-stigmatizing can present 
an obstacle to receiving care. 
4. Are you aware that there have been a number of studies that have found that 
underinsured patients received different treatment options?  
Physician 2 was not aware of the three themes; however, he did acknowledge the 
cultural educational dichotomy between doctors and patients.  Interestingly, he 
focused on the misperceptions of his physician colleagues in reference to this patient 
populace being more prone to sue versus commercially insured patients.  When asked 
if this limits access to care, Physician 2 stated that they do have access to care 
because they can use the emergency department (he did acknowledge that this was 
not the same level of access to care). 
5. As a part of your practice, do you understand your patients’ financial 
situations/means? 
Physician 2 did not know about his patients’ abilities to afford prescriptions or 





are so many insurance companies, and we cannot keep track of which plan will 
cover which drug.  For a physician to keep track of this is almost impossible.”  
6. How can the three components of socioeconomic discrimination be addressed? 
When asked how to fix the system, Physician 2 responded, “To fix the problem, you 
have to have universal access.”  Universal access would envelop strategies for 
ensuring that all individuals have access to care when and where they need it, 
regardless of socioeconomic standings.  
Physician 3.  Physician 3 is a fellowship-trained surgeon who has been in practice for the 
past eight years.  It is important to note that the only practice setting he knows is through 
academic tertiary teaching hospitals.  Additionally, based on his advanced training, he is one of 
the few surgeons within the state who can perform complex surgeries for advanced diseases.  
1. Do you accept Medicaid patients or patients without insurance? 
Physician 3 accepts Medicaid and uninsured patients; however, he was quick to 
underscore two important points: (1) in his environment, he gets paid more for 
seeing Medicaid patients and (2) administrative leaders limit the number of 
nonpaying patients to, or under, a certain percentage.  
2. Do you limit access based on insurance? 
Physician 3 does not limit access; however, administrative policies can limit access 
for the underinsured.  Additionally, he stated, “We have a lot of physicians who turf 
their [nonpaying] patients to us.  Also, Physician 3 shared that he has had such 
difficulty helping underinsured patients gain access to care that he has had to stop 





not to less coverage; they are changes to different plans by the same carrier, but the 
plans do not list Physician 3 as a participating provider. 
3. Do you believe that underinsured patients are stigmatized or subjected to 
discriminatory behavior based on their insurances statuses? 
Physician 3 reported that, in general, yes; however, he pointed out the financial 
disparity and shared that financial margins are very tight.  Nevertheless, when I 
asked Physician 3 if the stigma could be self-applied, meaning that the 
embarrassment of not having insurance or being on Medicaid could present an 
obstacle for underinsured patients seeking care, he replied, “I don’t know about that; 
they tend to be entitled.”  From Physician 3’s perspective, the issue of 
socioeconomic discrimination can be addressed through universal access to health 
care. 
4. Are you aware that there have been a number of studies that have found that 
underinsured patients received different treatment options?  
Physician 3 was intimately aware of this issue as it impacts some of the patients that 
he is trying to treat.  Specifically, Physician 3 stated that for some of his complex 
patients, the standard of care is that the patient be treated with chemotherapy prior to 
surgery; however, he has found it difficult to get some of his underinsured patients 
access to an oncologist.  From this perspective, he stated that these patients “don’t 
get the standard of care.”  Nevertheless, Physician 3 offered an alternative 
perspective to this dilemma by stating that self-reliance (i.e., the ability to follow 





(i.e., there is correlation).  Physician 3 underscored this point when he stated, “Those 
without insurance are down-and-outers, and I don’t think they’ll take care of it.” 
5. As a part of your practice, do you understand your patients’ financial 
situations/means? 
Physician 3 stated that his patients usually tell him, and about those who do not, he 
said, “Sometimes we hear that they couldn’t afford their medications.”  While 
talking about the emotional toll on the patients, Physician 3 highlighted the 
emotional toll on the staff and the physicians.  Physician 3 stated that most 
underinsured patients have bad diseases and smell like smoke.  To illustrate and 
underscore his point, he provided a contrasting analogy using people who wait tables 
as the example: “Do they want to wait tables at a nice restaurant on a nice side of 
town, or do they want to wait tables at a dirty restaurant on the bad side of town?” he 
asked. 
6. How can the three components of socioeconomic discrimination be addressed? 
Physician 3 addressed each discriminatory theme independently.  For access, he 
would like to see a safety net of providers who provide universal access.  Regarding 
behavior, he believes there will always be doctors who are empathic and caring and, 
unfortunately, those who are not.  Regarding outcomes, he recommends having the 
same remuneration through a single payer to work through the logistical issues. 
Physician 4.  Physician 4 is a seasoned northern Florida surgeon who operated his own 
practice and, later, merged with other providers to form a 17-surgeon medical group.  The group 
is a “private practice,” meaning that the physicians are self-employed and responsible for not 





1. Do you accept Medicaid patients or patients without insurance? 
Physician 4 accepts underinsured patients; however, he was quick to point out that 
many of his colleagues within the group practice do not.  Consequently, due to the 
pooled finances in the group practice, this leads to disagreements with his partners. 
2. Do you limit access based on insurance? 
Although Physician 4 does not limit access to Medicaid patients, he did report 
having a difficult time getting his colleagues to see his uninsured and underinsured 
patients.  As a result, Physician 4 personally attempts to coordinate the patients’ care 
on their behalf; however, he stated that there are some specialists to whom he 
cannot, despite his personal interventions, gain access for his patients.  From this 
perspective, he readily agreed that uninsured and underinsured patients are not 
provided with equitable access to care; however, having run a large health care 
business, he also pointed out that physicians cannot cover their costs by caring for a 
Medicaid populace based on the low fixed reimbursement. 
3. Do you believe that underinsured patients are stigmatized or subjected to 
discriminatory behavior based on their insurances statuses? 
Physician 4 said he believes that underinsured patients are subjected to stigmas; 
however, he does not believe it is a self-applied obstacle.  Again, Physician 4 
reiterated that this populace was less compliant and more difficult to manage.   
4. Are you aware that there have been a number of studies that have found that 
underinsured patients received different treatment options?  
Physician 4 pointed out that the underinsured populace is more clinically challenging 





22; patients do not have access, and by the time they are seen, their signs, symptoms, 
and disease progression are more advanced.  Additionally, Physician 4 stated that, 
based on his experiences over more than 20 years, this patient populace is generally 
less sophisticated and less accountable for their own care.  Nevertheless, the 
financial issues are an obstacle if patients require multidisciplinary care (i.e., a team 
of physicians from more than one specialty) because not all doctors are willing to 
accept Medicaid or treat the uninsured, and this is what drives the outcomes 
disparities. 
5. As a part of your practice, do you understand your patients’ financial 
situations/means? 
Physician 4 stated that he does not always know if his patients can afford the 
prescribed medications or if they comply with the follow-up care he recommends.  
6. How can the three components of socioeconomic discrimination be addressed? 
Before talking through potential solutions, Physician 4 made the point that it is very 
frustrating to have patients “less plugged into their own health care,” meaning that 
physicians may not be able to partner with the patients for their wellness.  
Additionally, Physician 4 talked about the mobility of insurance and shared that a 
single payer may potentially help fix some of the issues facing the 
socioeconomically disadvantaged.  From this perspective, it would appear that the 
best way to address the issues facing the underinsured is to create a level playing 






The interviews with the physicians provided synergy and dissonance to the themes 
established by the patients; from the physician perspectives, the complexities of the current 
health care system began to surface, and when superimposed and contrasted with the voices of 
the patients, a broader vantage point of the issues facing the socioeconomically disadvantaged 
seeking health care services emerged. 
Access.  The physicians reported accepting Medicaid and uninsured patients; however, 
based on the demand, the physicians had to limit access to patients in the immediate 
communities they serve.  It is important to note that economics does play a fundamental role in 
the equation.  Employed physicians are governed by policies and have administrative leaders 
who weigh in on who is allowed to receive care, and physicians within private practice settings 
must answer to their partners.  As one physician stated, “Medicaid isn’t how you cover costs.”  
From this perspective, the economic realities became clear and began to make sense of the 
practices that limit the number of appointment slots or, as reported by one patient, herd patients 
through like cattle.  
 The physicians reported having their own difficulties in gaining access to care for their 
patients, and this created an emotional toll for them and their staff members (see Outcomes 
section below).  This echoed the voices of the patients, who reported that, at times, other 
physicians helped them move past the access obstacles blocking their paths.  The physicians I 
interviewed were surgical providers, meaning that their inability to find other physician partners 
impacts the standard and the quality of care they can provide.  
Outcomes.  The physicians generally did not understand the emotional toll that the 





outcomes disparities the literature highlighted.  Specifically, Physician 3 detailed a cancer 
procedure in which the standard of care is to receive chemotherapy prior to surgery.  However, 
he has operated on underinsured patients without them receiving chemotherapy because they 
(i.e., the patient and the physician) cannot find a local oncologist willing to accept Medicaid or 
no insurance.  This highlighted and built upon the access theme, characterized by the labyrinth, 
which can produce disparities based on inability to receive the care when and where needed. 
Physician 4 stated that the lack of access resulted in him seeing patients who were sicker with 
advanced disease.  Other physicians echoed this theme; however, when I attempted to bridge this 
dialogue into depression and anger (as an unintended outcome due to the lack of access or 
disparate treatments), the physicians were generally unaware that this occurred.  Last, Physician 
1, Physician 3, and Physician 4 highlighted the emotional outcomes on themselves and their staff 
members as a result of the work involved in attempting to care for the underinsured populace.   
Behavior.  The physicians believed that underinsured patients are stigmatized based on 
their health insurance statuses; however, not a single physician thought that the stigma could be a 
self- obstacle for the patients seeking care.  Furthermore, the physicians talked at length about 
this patient populace’s behavior, which they described as noncompliant, entitled, and litigious.  
From these perspectives, which are based on the doctors’ experiences, it is easy to see how 
patients can fall into a generalization based on the individuals who went before them; however, 
this can perpetuate the stigma between the physicians treating the patients and their staff 
members.  I explored the dissonance in Chapter V. 
It is also important to note that no physician offered a simple solution for socioeconomic 
discrimination within the current system; the physicians based their solutions on significant 





examples.  One physician saw no end to socioeconomic discrimination and stated that “at some 
level, it will always be there.” 
Disconnected perspectives.  Another major finding was a disconnect or, at the very 
least, the potential for poor communication between and about patients’ means and the 
physicians knowledge of patients’ financial circumstances.  One physician saw this as a 
shortcoming of his practice, and others were reliant on the patients to report to them if they could 
afford prescriptions or prescribed follow-up care.  This presents an issue for patients who do not 
understand the cost of what is being prescribed at the time of service or those who are quietly 
dealing with the self-applied stigma of being underinsured. 
Themes and Findings 
The findings of this study were the result of the portraits and themes revealed and created 
through the unique health stories of the research participants—the patients who have experienced 
targeted differential treatment based on their socioeconomic circumstances.  I enrolled six 
individuals in the patient research study, and the group comprised five women and one man.  
More specifically, the group comprised four individuals who had been enrolled on commercial 
insurance and, due to unforeseen life circumstances, found themselves with no insurance or 
Medicaid coverage and two individuals who had been covered only by Medicaid during their 
adult lives.  
I interviewed each participant over the phone for 20 to 30 minutes and during a  
face-to-face interview that lasted for as long as it took the participant to tell his or her unique 
health care story.  I concluded the process with email correspondence and phone calls to refine 





ensure that I captured each unique story in a manner that provided a platform to extend the 
voices of those who entrusted me to bring their health-related struggles to light. 
 As a health care executive, I put a lot of thought into selecting an interview location; I 
wanted to be sensitive to ensure that I did not bring the research participants into a setting that 
represented memories of embarrassment, frustration, and/or oppression.  With this stated, I 
purposefully selected an institution that allows access to everyone with a single uniform 
identification card that provides no hint or indication of an individual’s socioeconomic standing.  
I chose the public library.  I conducted all interviews at a public library headquarters in northern 
Florida, and I met with each participant in a private study room that provided the setting for a 
forthright and confidential dialogue that thematically yielded numerous powerful learning 
opportunities. 
Aggregate Analysis 
 As a health care executive, I have created strategies to enhance the net revenue of my 
health care institution; however, I started as a clerk making $8 an hour and attempting to support 
my wife and newborn son on a salary that, although higher than minimum wage, still required I 
get food from WIC and help from family members in order to survive.  Nevertheless, I quickly 
climbed the corporate ladder, and, consequently, I erased the memories of our humble 
beginnings as my income continued to increase exponentially.  I was a businessman, and from a 
profit-and-loss perspective, I was successful.  
 While looking at health care through strategic and financial lenses, a great deal of effort 
is put into understanding the “payer mix” of a geographic area.  Essentially, a mix of insurances 
comprise a service area, and I once used this information to determine if I should render new 





commercially insured individuals within the target market.   However, another way to look at 
this health care practice is to understand the impact that these “business decisions” have on those 
residing on the unfavorable end of a poor payer mix—the uninsured and the underinsured.  
Based on this premise, the data supported the three themes of socioeconomic discrimination from 
the literature; however, I added additional depth and complexities through the extension of the 
voices of the patients and the interviews with the physicians, thus filling gaps in the existent 
literature.  Additionally, the thematic analysis spotlighted the labyrinth that is littered with 
obstacles for the underinsured, the many positives that emerged from this study, and the ominous 
viewpoint that there is no immediate solution to the socioeconomic discrimination that is 
occurring in health care. 
Access.  As detailed within the review of the literature, Medicaid recipients and those 
without insurance receive less access to health care services than those covered by commercial 
insurances; however, one of the fundamental themes of this study was that the issue of access is 
much more complex than simply denying a patient an appointment.  On the contrary, from the 
perspectives of the patients who provided me a window through which to view their health care 
experiences, the current health system is a complex labyrinth that rapidly generates new 
obstacles based on insurance status. 
 D.B. Smith and Kauzny (1986) first described the U.S. health system as a labyrinth in 
1975, and they refined their viewpoint several years later: “The provision of health care has 
become a labyrinth.  Even seasoned professionals lose their way in it” (p. 4).  Although this 
statement is true, the dilemma is more complex than entering a confusing maze that will 
ultimately yield a pathway to a desired destination.  On the contrary, the labyrinth creates 





physicians, support staff, etc.—who serve in various roles and change the course of direction or, 
worse, stop the patients’ progress altogether.  For example, participant Rebecca wanted to have 
her child at a Florida birthing center, and she checked several times to ensure that the center 
would accept her Medicaid insurance.  For the better part of nine months, health care 
pprofessionals treated Rebecca prenatally and without issue; however, within days of her due 
date, a policy change at the birthing center dictating that Medicaid would no longer be accepted 
placed an obstacle in her path to receiving care in her chosen environment.  The labyrinth 
produced a similar obstacle in Alabama after Tracy’s husband passed away; with the change 
from Blue Cross to Medicaid, Tracy and her children could no longer see the same physicians 
and had to reestablish care. 
 The financial obstacles in the labyrinth can be insurmountable.  For example, Michelle 
attempted to comply with her six-month follow-up appointment and was told that she could be 
seen only if she paid at the time of service.  Michelle was unsuccessful at trying to navigate the 
labyrinth on her own; nevertheless, even with inside help, there can still be difficulty in securing 
a timely appointment or any access at all.  David lost his commercial insurance when he lost his 
job, and although he was able to make the waiting list to see a specialist, his Medicaid coverage 
still prevented him from obtaining a timely appointment.  Frustrated, he called a friend within the 
system who told him that those with commercial would be given higher priority than those with 
Medicaid. 
 Tee’s example is powerful from two perspectives: (1) it highlighted that despite the 
documented need and the appropriate referral, she could not secure access to an appointment 
based on her insurance coverage and (2) it highlighted that, like in David’s case, having an 





a physician within the same system of care reached out on behalf of her patient and was told that 
the appointment would not be generated based on Tee’s Medicaid insurance coverage.  This 
example, coupled with David’s experience, highlighted that the health care labyrinth is not only 
complex and difficult to pilot for patients but also filled with obstacles for those within the 
system.  The physicians I interviewed underscored this point; each physician reported that it was 
more difficult for them to get their underinsured patients access to care.  To combat the situation, 
physicians resorted to personally intervening, making calls, and asking favors of colleagues; 
nevertheless, as reported by Physician 3, even this may not work, and it can impact the standard 
of care. 
As highlighted by both the patients and the physicians, the labyrinth is comprised of 
financial obstacles that limit or stop patients’ access to care.  The patients understood that health 
care is a business, and the physicians appeared to be limited by policies that hindered their ability 
to provide access to the underinsured.  Rebecca was on the other end of such a policy, and she 
found herself without an obstetrician days before her due date.  Despite lobbying on her behalf, 
Tracy’s physician could not retain her as a patient after she lost her Blue Cross and was insured 
by Medicaid.  Unfortunately, there appears to be no navigable pattern to the labyrinth, and even 
the physicians who accept Medicaid or no insurance have been forced to limit access to their 
local communities; Physician 2, who simply could not handle the quantity of underinsured 
patients who were driving up to 70 miles to receive care, highlighted this.  Unfortunately, once 
physicians make these decisions, patients have no other option than to go without care and 
experience disparate outcomes. 
Outcomes.  Based on the interviews with the physicians, coupled with the portraits of the 





Specifically, patients had a difficult time navigating the health system based on their 
underinsurance, and physicians were powerless to help them.  Michelle was unable to navigate 
past a policy that required her to bring in hundreds of dollars for a follow-up appointment, and 
Physician 3 stated that underinsured patients are prone to receiving less than the standard of care 
when he cannot find physician partners in other specialties to co-manage patients’ care with him.  
The patients, who allowed me to chronicle their stories, detailed their outcomes—Rebecca lived 
with pain and turned to self-medication, Tee is still in chronic pain and is hoping to qualify for 
disability so she can regain her commercial health insurance, and Michelle will live for the rest 
of her life with inoperable chest pain/unstable angina.  These are unfortunate and sad examples; 
however, as the literature review demonstrated, these patients are not alone. 
 From the physicians’ perspectives, the issues relating to finance came into play; however, 
the depth of the problem goes deeper than the amount reimbursed.  Physician 3 and Physician 4 
articulated that, based on the access issue and other factors, the underinsured patient populace 
may be far sicker than their more affluent counterparts.  The Gallup-Healthways Well-Being 
Index (see Table 1.2) underscored the assertions of the physicians by highlighting that low-
income patients were sicker/more prone to illness on all 11 of the measured indicators.  This 
creates a perfect storm for the underinsured; payments will be less (i.e., they will not cover the 
cost of the care provided), the work will be more, and physicians may not be able to locate other 
physician specialists to help co-manage patients.  These issues, coupled with the physicians’ 
perspectives that this populace is less compliant and, as Physician 1 stated, more prone to 
litigate, further complicates an environment where access is an issue. 
 Additionally, the research revealed the bidirectional emotional toll associated with the 





anger, and embarrassment, and one patient talked about active suicidal ideation based on “feeling 
so low.”  The patients’ feelings resulted from a loss of control of their health with no foreseeable 
plans for regaining their well-being, and based on how the medical community treated them, 
their emotions ranged from feeling a like a second-class citizen to being treated like a piece of 
shit.  However, there was a dichotomy of perspectives when I addressed this with the physicians, 
who seemed unaware that this was an outcome of being underinsured.  The physicians 
referenced the emotional toll on their practices (i.e., themselves and their staff members) as they 
attempted to provide and coordinate care for those they perceived to be less compliant than the 
commercially insured.  Unfortunately, the dichotomous emotional outcomes was not the only 
dissonant theme; on the contrary, there were differences of perspectives between the patients 
interviewed. 
Behavior.  Four patients who previously had commercial insurance and two patients who 
were covered by Medicaid for their entire adult lives highlighted the dissonance between the 
patients.  The patients who had the commercial insurances were quick to point out that health 
care professionals treated them differently, and they highlighted numerous examples.  However, 
Rebecca and Karen, who had never been commercially insured, could not point out the subtle 
differences, such as overbooking Medicaid patients or segregating Medicaid patients to a single 
day so that they were not mixed with the commercially insured.  When Karen and I discussed the 
themes emerging from the other participants, she looked at me and stated, “I don’t know 
anything else,” meaning that she had no other frame of reference against which to contrast her 
experiences.  This is an important takeaway of this study; backstage discrimination may not be 
apparent to some patients because they have only been underinsured, and they do not have a 





 Although backstage discrimination was difficult for some to detect, the patients 
highlighted examples of frontstage discrimination that were based on insensitive and 
inappropriate behavior.  From Michelle continuously being referred to as a charity case to a 
physician offering to “fix” Rebecca to ensure she could not have any additional children, the 
examples were poignant, and they highlighted the disconnected perspectives between the 
underinsured within this study and some of the physicians who attempted to care for them. 
Disconnected Perspectives.  The physicians readily acknowledged that underinsured 
individuals must deal with the stigma attached to their health insurance statuses; however, they 
did not agree that the stigma could be self-applied and that obstacles to receiving care could be 
self-placed.  Rebecca highlighted this perspective while talking about “those people” who had to 
receive government assistance, and Tracy illustrated the point by not seeking free care for her 
diagnosed and untreated high blood pressure based on her pride.  From the patients’ perspectives, 
the stigma is bidirectional, and this underscored the difference between stigma and 
discrimination, with stigma being the catalyst for discriminatory behavior.  
 Additionally, the physicians did not know how their own behavior could strip their 
patients of their identities.  Michelle took great pride in being a provider for her family and was 
labeled as a charity case, and Rebecca dedicated her adult life to being a mom only to have a 
physician offer to sterilize her so she could not have any more “unplanned” children she could 
not afford.  These examples, coupled with physicians not knowing what it is like to not have two 
quarters in their pockets, result in disconnected perspectives that can impact the health of 
underinsured patients seeking care.  Michelle and Tracy evidenced this; both women could not 





made to feel like a horrible mother.  Put simply, the differing perspectives resulted in disparate 
outcomes that could have been avoided.  
The Positives.  Although there were powerful negative themes that emerged within this 
study, it is imperative to note that many positives also emerged.  First, Tee outlined the 
difference between managed Medicaid and traditional Medicaid.  Within the managed Medicaid, 
physicians sign up as participating providers, and Tee reported that she had no access issues.  
Sisk et al. (1996) supported Tee’s experience; the researchers concluded that managed Medicaid 
recipients enjoyed greater access to care versus traditional Medicaid recipients (p. 50).  
Additionally, the stories of the underserved were saturated with health care professionals 
who went above and beyond to make a difference; put simply, their selfless actions were lights 
during dark times.  The referenced positive behaviors manifested through the grace and 
unwavering dedication within a free clinic for Michelle and through the kindness of a health 
professional who let Rebecca know that she was a great mom.  Tee reported finding a physician 
who attempted to help her, and it meant so much to Tracy that her physician fought to keep her 
as a patient.  All interviewed physicians demonstrated the same commitment to their patients by 
attempting to personally coordinate their care or by calling in “favors” with other specialists to 
ensure the delivery of the continuum/standard of care.  Put simply, each health portrait displayed 
that there are numerous individuals who have the humanistic motivation required to make 
differences in the lives of the people seeking their care.  Nevertheless, despite the health care 
heroes who made a difference, there does not appear to be on the horizon a ready solution to 
socioeconomic discrimination in health care. 
No Solution on the horizon.  Despite Michelle’s disparate treatment, she blamed the 





David understood that health care is a business.  Based on this premise, I asked the physicians 
about a possible solution to the socioeconomic issues captured via the portraits and those they 
encountered within their own practices.  The proposed solutions, ranging from universal access 
to a single payer, were throughtful; however, the physicians did not offer a single solution for the 
current U.S. health delivery model, which is a fractured system of care that produced the 
powerful stories of the underinsured.  
Portraits of the Underinsured 
 The location of the interviews has a populace of 247,336 people, is home to one of the 
nation’s largest public universities, and sits in a mostly rural county in north central Florida 
known for its Spanish-moss-covered trees that dance to the rhythm of the hot summer winds.  
Additionally, the immediate geographic area hosts the state’s preeminent academic tertiary 
health system, as well as a large for-profit hospital; combined, these systems boast more than 
1,000 physicians and physician extenders in the armamentarium of health care professionals.  It 
is important to note that although all physicians and physician extenders may not practice in the 
immediate area, there is more than an adequate supply of primary care physicians required to 
provide care for the immediate service area.  I created a supply and demand model utilizing 
physician staffing ratios to underscore this access assertion; pursuant to this analysis, the county 
required 62 family practice (FP) physicians and 71 internal medicine (IM) physicians (i.e., adult 
primary care designations) and enjoyed an abundance of a scarce commodity with 138 FPs and 
189 IMs respectively.  This is the larger health-related context that framed the individual 
portraits, which, from a staffing perspective, showed that there is an ample supply of physicians 





Themes and Findings Summary  
 The following list represents the concise themes revealed in this study through the health 
portraits of the underinsured and through the physician interviews: 
• The U.S. health system is a labyrinth that constantly changes and presents new 
stoppages based on health insurance status, and physicians may be powerless to help 
patients navigate past the financial obstacles. 
• Patients with less insurance are more prone to receiving disparate treatments based on 
their insurance statuses, and physicians may not be able to locate the appropriate 
specialist colleagues required to provide the standard of care. 
• Underinsurance can create an emotional toll (e.g., frustration) on the physicians and 
staff members providing treatment and may result in depression, anger, and other 
strong emotional outcomes for the patients attempting to regain their wellness. 
• Adults who have been enrolled on Medicaid for their entire lives may not be able to 
detect various forms of backstage discrimination. 
• The underinsurance stigma is bidirectional, meaning that it may be self-applied by the 
patients, and it may become an obstacle to seeking available care; it also may not be 
recognized by the physicians providing the care. 
• The stigma results in action, such as not seeking care or not being provided care; thus, 
in this study, stigma appeared to be the cause, and discrimination appeared to be the 
effect. 
• There are innumerable individuals in the health care profession who possess a 





• Managed Medicaid appeared to provide greater access to care than general Medicaid 
due to providers opting to participate. 
• Despite the current shortcomings and documented impact on the socioeconomically 
disadvantaged, there may be no solution to the current discriminatory issues facing 
the underinsured as the system is currently designed. 
The granular themes provided depth to the foundational elements of the socioeconomic 
discrimination revealed during the literature search.  Additionally, I used the additional themes 
that emerged through the portraiture and interview processes to yield greater detail and draw 







Chapter V: Interpretation and Recommendations 
 This study was built around a simple question: What are the experiences of the 
underinsured in attempting to obtain routine and emergent medical care in the United States?  
Through the stories provided by the patients, coupled with the time spent with practicing 
physicians, my question was not only answered, but it also yielded a rich amount of information 
that demonstrated both the weaknesses (i.e., the bad) and the strengths (i.e., the good) of the 
American health system.  With this stated, this chapter is the culmination of the research process; 
it summarizes the conclusions and sets forth recommendations for future studies.  To highlight 
the conclusions, I utilized the five fundamental elements of portraiture—context, voice, 
relationship, emergent themes, and aesthetic whole—to illuminate the results of this research 
study.   
Context 
 Lawrence-Lightfoot and Hoffman Davis (1997) defined context as “the setting—
physical, geographic, temporal, historical, cultural, aesthetic—within which the action takes 
place” (p. 41).  The action of this study took place in Florida, Tennessee, Alabama, Virginia, 
Oregon, South Carolina, and Panama.  However, the contextual conclusions involved more than 
the geography represented within the stories; on the contrary, they yielded new insights and 
conclusive evidence on both the system and the personal levels. 
 Sofaer (2008) described the context for receiving care in the United States: “American 
health care is complex, fragmented, and arcane rather than being patient centered.  Many patients 
have considerable difficulty navigating this system” (p. 75S).  However, underinsured patients 
have difficulty with more than just navigation issues; as illustrated through the health stories of 





health insurance status and, unfortunately, the underinsured often encounter obstacles they 
cannot overcome.  The contextual depth provided by the patients presented an opportunity to 
reframe the literature utilized for this study to support the labyrinth outcome.  Asplin et al. 
(2005) demonstrated that “reported insurance status is associated with access to timely follow-up 
ambulatory care for potentially serious conditions” (p. 1248).  As demonstrated within this study, 
this is more than an access challenge; it is a labyrinth issue.  The patients may have been within 
their local systems of care; however, when they required follow-up treatment, obstacles appeared 
in the labyrinth based on health insurance status. 
 Additionally, through the labyrinth context, an understanding of disparate treatments and 
outcomes became more understandable.  Physician 3 reported that there were occasions when his 
underinsured patients received less than the standard of cancer care based on an inability to find 
a collaborating oncologist who would accept them.  Moreland et al. (2009) found that “insurance 
status is an important predictor determining whether a patient receives BCS [breast-conserving 
surgery] or mastectomy for breast cancer” (p. 787); this finding generated new questions—for 
example, was this due to no remuneration or the inability of the breast surgeon to find a 
collaborating plastic surgeon to perform the reconstructive procedure for considerably less?  For 
the underinsured populace, the labyrinth simply may not be navigable, and, if within the system 
of care, the obstacles may prove to be too insurmountable for physicians to help.    
The labyrinth was the overarching context in which the patients attempted to receive care, 
and within the labyrinth, individuals carried with them their own personal contexts.  From a 
personal contextual perspective, it became clear that adults who have been on Medicaid for their 
entire adult lives may not be able to pick up on the subtle backstage differential treatment the 





experiences against having commercial insurances.  Additionally, it became clear that the 
personal context played a role in the underinsured seeking care with a self-applied stigma 
becoming an obstacle standing in the path of accessing available avenues for care.  Stuber and 
Kronebusch (2004) captured that the stigma prevented eligible individuals from enrolling on 
Medicaid: “In general, those who were not enrolled in either program were significantly more 
likely to report welfare and Medicaid stereotypes” (p. 526).  However, personal context supplied 
by the study highlighted that the stigma did not just stop patients from enrolling; it stopped them 
from seeking care altogether.  When I addressed this with the physicians, their lack of knowledge 
underscored relationships that enveloped disconnected perspectives.  
Relationship 
 “Portraits are constructed, shaped, and drawn through the development of relationships” 
(Lawrence-Lightfood & Hoffman Davis, 1997, p. 135).  During this study, through a purposeful 
sampling of patients, I found a window through which to view health care experiences.  The 
disconnected perspectives of the socioeconomic disadvantaged and the physicians came into 
focus through this window.  For example, the interviewed physicians did not know that the 
“stigma” of being underinsured could result in barriers to care; physicians also framed 
socioeconomic disadvantaged individuals as being entitled.  This dichotomy underscored that 
relationships were nonexistent, or, at the very least, they were not developed.  Additionally, had 
physicians developed the relationships required to understand their patients’ personal contexts 
and understood their patients’ financial means, they would have comprehended how their words 
and actions may have stripped the individuals entrusted to their care of their identities.  
On the extreme end, the lack of relationship, coupled with the stigma, created a cause-





The patients reported that health care professionals treated them like alcoholics, drug addicts, 
and abusers of the system.  Without relationships, the stigma associated with being underinsured 
prevailed.  These examples were in stark contrast to the innumerable individuals who took the 
time to invest in relationships with the patients who participated in this study.  From a nurse who 
drove three hours to nurture a dedicated mother who had been made to feel like an unfit parent to 
the physicians and medical students who volunteered their time at free clinics, health care 
professionals made a difference in the lives of other human beings without regard to their 
financial statuses.  The patients shared that these relationships meant the world to them and 
provided a platform for them to extend their voices.  
Voice 
 “In Lawrence-Lightfoot’s example of voice as dialogue . . . .  She cites an excerpt 
representative of the intimate one-to-one dialectic between an individual portraitist and an 
individual subject” (Lawrence-Lightfoot & Hoffman Davis, 1997, p. 122).  My overarching 
objective within this study was to bring the voices of the underserved to the forefront and create 
an opportunity to learn from their experiences.  The stories of the underserved, interwoven with 
my discourse with the participants, provided a platform for those who were muted and discarded 
within the health care labyrinth.  
 The patients’ perspectives were powerful and provided new insight into the outcomes 
theme as I heard their amplified voices through the portraiture process.  Loud and clear, I heard 
frustration, anger, and pain through Tee, who stated, “I am, I’m angry.  I’ve been through this for 
so long.  It’s like you get kicked down so much that you cannot get up again.”  Michelle echoed 
this sentiment: “I felt so low,” she said.  “I do not believe in suicide at all . . . it is never an 





myself get hit.”  Rebecca underscored the anger: “Where is my child?” she demanded of the 
nursing staff.  “I had never had an operation before; I was so angry.”  The voices brought to life 
the emotional toll that comes with being underinsured and unable to find guides to progress past 
the insurance-based obstacles littering the health care labyrinth.  The participants, from their 
perspectives, could not move forward; therefore, they lived in chronic pain with limited or no 
care, and they self-medicated to transform the intolerable into health circumstances that were 
almost bearable—almost.  
  Losing their wellness and hitting obstacle after obstacle, the patients felt the additional 
unintended outcomes of depression and anger.  They needed help and could not access it.  This 
resulted in a downward spiral of poor health, depression, and anger, all of which were direct 
results of how medical professionals treated the patients behaviorally or did not treat them 
medically.  However, and unfortunately, the patients were not alone.  The physicians also voiced 
their frustrations with the labyrinth and reported that it had an emotional toll on them and their 
respective staff members.  Processes that were delegated to staff members became more complex 
and often resulted in the physicians trying to personally remove the obstacles for their patients by 
calling in personal favors to colleagues.  However, there were times when the physicians were 
powerless; Physician 3 explained that based on the inability to find a willing partner, patients 
would receive less than the standard of cancer care.  Tee’s voice, which trembled with 
frustration, echoed this: “I could not get seen by pain management, and the doctor admitted to 
me that pain management would not see me because of Medicaid.”  Simply, the doctors and their 
staff members who treated underinsured patients also assumed an emotional toll and may have 
been overwhelmed by providing access to care to a significant volume of patients from many 





voice as a health care executive resulted in a platform for the socioeconomically disadvantaged 
to be heard, enhanced the depth of understanding of the challenges patients face in the labyrinth, 
and brought the emergent themes to the forefront.  
Emergent Themes 
 “The development of emergent themes reflects the portraitist’s first efforts to bring 
interpretive insight, analytic scrutiny, and aesthetic order to the collection of data” (Lawrence-
Lightfoot & Hoffman Davis, 1997, p. 185).  I easily pieced together the construction of the 
labyrinth through the stories of the patients who faced obstacles, made progress, and faced new 
obstacles.  Nevertheless, the labyrinth is fluid and continuous; essentially, there appears to be no 
end to the twists, turns, and obstacles faced by the patients who lack adequate insurance 
coverage, and changes can and will occur without warning, as Rebecca evidenced with her story 
about losing her obstetrician within days of her due date. 
  Nevertheless, the analytical process also produced a new insight based on dissonant 
voices.  As Lawrence-Lightfoot and Hoffman Davis (1997) highlighted, “in qualitative research  
. . . the divergent and dissonant views are stories themselves,” (p. 209).  Tee underscored this 
when she reported that managed Medicaid provided better access than traditional Medicaid; by 
Rebecca and Karen, who were not able to pick up on the subtleties of how they could be treated 
differently because they had been insured only by Medicaid; and by the physicians, who did not 
know or accept that underinsurance is a bidirectional stigma that can keep patients from actively 
seeking care.  I gleaned powerful lessons from the correlative and antithetical experiences of the 
participants as told through their own stories of attempting to receive care with little to no 
insurance coverage.  The following emerging themes serve as evidence: 





• Blue Cross to Medicaid. 
• Less coverage and new experiences. 
• The ever-present powerful stigma. 
• Discarded by policy. 
• Searching for physician partners. 
• The waiting game. 
• System for the haves. 
• Obstacles at every turn. 
• No continuum of care, depression, and anger. 
• Inevitable disparate outcomes. 
• The positives (i.e., lights in the darkness). 
Aesthetic Whole 
 Lawrence-Lightfoot and Hoffman Davis (1997) used the metaphor of stitching together 
the fabric of individual stories to create the aesthetic whole (p. 243).  From this aggregate 
perspective, the patchwork quilt of perspectives that emerged from this study, representing both 
the patients and the physicians, provided an in-depth behind-the-scenes look at a complex and, 
for the socioeconomically disadvantaged, broken health care system.  The aggregate viewpoint 
from the patients was that the American health system is driven by the dollar, meaning that it is a 
business, and if individuals do not have the means to purchase all the services they need, then 
they will go without. 
 The physicians understood and concurred that health care is a business, and Physician 1 
underscored this recurring point; he reported that his employers limited how he could accept 





Medicaid populace, reported that physicians cannot cover their costs by caring for those with 
Medicaid.  The current business of health care results in patients who go without care; however, 
and sadly, the final emergent theme was that no one under the current system and under the 
current attempt at reform could offer a solution for how to dismantle the labyrinth and create a 
level field for all patients.  Essentially, there must be significant broad-stroke changes to the 
system before and after reform to create an environment that does not produce the stigma and 
resulting discrimination based on insurance status.  Until this occurs, patients will continue to be 
lost in the labyrinth and treated inequitably, and the perspectives between care providers and care 
receivers will be disconnected; consequently, there will be disparate outcomes.  Based on this 
sobering reality, I have offered my recommendations for additional research.  
Recommendations 
 Winston Churchill has been credited with stating, “Now, this is not the end, it is not even 
the beginning of the end, but it is, perhaps the end of the beginning” (Reaven, 2005, p. 3030).  
This is true of research; a study may end, but it becomes a functional component of the 
epistemological foundation that is continuously poured, and it strengthens our base on which to 
build new knowledge.  From this perspective, additional studies are required to understand the 
labyrinth.  Although this study captured the voices of the patients and the perspectives of the 
physicians, as the themes unfolded, there was a missing group of stakeholders that could have 
provided additional insights into decisions and policies that created innumerable obstacles for the 
study participants.  These stakeholders are the health care executives and administrators.  
As highlighted throughout this study, health care is a business, and one of tools to ensure 





patients receiving care remains a concern of health care executives across the country.  Rauscher 
and Wheeler (2010) underscored this assertion: 
Given government payers’ continued efforts to contain health care costs, hospital 
managers have become increasingly concerned that serving Medicare and Medicaid 
patients could seriously undermine their performance at revenue cycle management, i.e., 
their ability to generate adequate amounts of patient care revenue and to collect on this 
revenue in a timely fashion. (p. 91) 
 
Despite the increasing financial pressures faced by health care institutions, it is imperative to ask 
those who are approving the policies that may limit and/or hinder access if they understand the 
potential impact on the underinsured in the communities their institutions serve and, in fairness 
to those individuals employed in the leadership roles, to understand the catalysts for these 
policies.  
 In addition to identifying the need to pull in the opinions of health care executives, the 
labyrinth yielded obstacles to the physicians who provided care to the socioeconomically 
disadvantaged, and this impacted standard of care and produced disparate outcomes.  With this 
stated and based on the premise that the labyrinth produced obstacles without warning, 
physicians of all specialties should be surveyed and interviewed to determine how arduous it is 
from their perspectives to help their underinsured patients receive the standard of care when they 
need a collaborating physician.  According to Decker (2012), nearly one third of physicians do 
not accept Medicaid patients (p. 1673); however, looking at this issue through the vantage points 
of the physicians created new insights into disparate treatments, outcomes, and challenges faced 
by those providing the care. 
 Health care executives and physicians will provide additional understanding on the 
decisions that create the impediments within the labyrinth; however, the final recommendations 





points—the patients.  From the patients’ perspectives, additional studies must be performed to 
understand the size of the self-stigma obstacle and the impact on patients’ willingness to attempt 
to access health care services.  Stuber and Kronebusch (2004) detailed that a barrier for 
individuals who qualified for Medicaid to pursue the health insurance benefit was the Medicaid 
stigma: 
Survey data from 901 community health center patients, who were potential and actual 
participants in these programs, indicated that while images of the Medicaid program and 
its recipients were generally positive, stigma associated with welfare stereotypes reduced 
both TANF (temporary assistance to needy families) and Medicaid enrollment. (p. 509) 
 
Stuber and Kronebusch captured the self-applied stigma and how it can become an obstacle; 
however, additional information is needed.  For example, for those who received the benefit, the 
following questions should be asked:  
• How many used it?  
• What were their experiences?  
• What kept them from using Medicaid to access care? (if applicable) 
Not enough is known about the self-stigma obstacle, and with the physicians reporting that this 
populace acts entitled, there is an opportunity to gain additional insights into a self-placed 
obstacle that blocks the entrance to the labyrinth of care. 
 In addition to revealing the self-stigma obstacle, this study unearthed an opportunity to 
gain additional insight into the perception of Medicaid discrimination.  Specifically, as Weech-
Maldonado et al. (2012) highlighted, “to our knowledge there are very few studies that examine 
the prevalence of insurance-based discrimination and its impact on perceptions of care or other 
outcomes of care” (p. S63).  The study concluded that of the 1,509 individuals surveyed, 14% 
reported Medicaid discrimination.  The findings are significant; however, the prevalence of 





As highlighted within my findings, Medicaid beneficiaries who have been enrolled on 
insurance for their entire adult lives may not be equipped to detect backstage discrimination.  
Examples of backstage discrimination included segregated appointments used for treating only 
Medicaid patients on specific days, limiting access, overbooking Medicaid patients and making 
them wait longer, and not providing follow-up phone calls.  Tracy captured her ability to pick up 
on the subtleties while discussing losing her commercial insurance and being covered by 
Medicaid:   
And now it’s a whole different world to me because I had to give up my insurance and 
see doctors I don’t know.  You can tell people are treated a lot different.  They don’t 
seem to go out of their way to help you.  It’s a whole different mentality.   
 
From this perspective, additional studies must be performed; first, to ensure that the amount of 
reported discrimination is not artificially diluted, a study that surveys current Medicaid recipients 
who had previously been enrolled on commercial insurance should be performed, and, second, if 
adults who have been on Medicaid their entire lives are surveyed for insurance-based 
discrimination, they should be educated on potential signs of backstage differential practices 
based on insurance status.  Tracy’s ability to detect that something was different highlights the 
final recommendation and overarching premise for this study: Additional platforms to raise the 
voices of the patients must be created and must infiltrate the literature repositories accessed by 
the physicians who provide the care and those in administrative and leadership roles who oversee 
the policies that govern access to care. 
 It is important to note that there are numerous individuals creating a platform to extend 
the voices of patients and caregivers, there has been a lot of work completed to date, and there 
are examples of studies that are bringing the experiences of the patients and caregivers to the 





how mothers deal with the placement of their autistic children outside the home: “I started 
exploring putting him into care because it was just too much going on.  I was um, mentally, 
physically, spiritually starting to break down, and saw that where we were headed wasn’t 
necessarily good for anyone in the family” (Corman, 2013, p. 1326).  As highlighted by this 
example, voices are powerful, and they provide additional information that simply cannot be 
captured within quantitative studies.  Nevertheless, the timing could not be more critical as the 
current health system is overhauled in an attempt to provide more access to care.  With this 
stated, the spotlight must shine brightly on those who have not gained access or have been halted 
by the labyrinth of care.  By creating new qualitative avenues to extend the stories of the 
socioeconomically disadvantaged, opportunities to understand the hindrances to receiving 
equitable access to care and treatments will be created, and strategies that could mitigate the 
number of obstacles within their paths will be devised. 
Conclusion 
 The purpose of this study was to identify the experiences of the underinsured in 
attempting to obtain routine and emergent medical care in the United States.  Unfortunately, I 
determined that the underinsured experienced disparate outcomes, they faced numerous obstacles 
within a labyrinth of care that became increasingly difficult to navigate based on health insurance 
status, and, from the perspectives of the physicians, there was no immediate solution under the 
current system.  
 It is important to note that I respectfully disagree that nothing can be done within the 
current system, and although there is much left to learn, it will start with health leaders who 





perspective, I intend to become one of these leaders; I will adapt my practice to match the needs 







Chapter VI: Practice Implications 
 Socioeconomically disadvantaged individuals attempting to receive health care services 
must navigate a complex and constantly evolving labyrinth that can produce insurmountable 
obstacles.  The result is a bidirectional stigma, as well as anger and frustration, for patients and 
for physicians and staff members who cannot gain access for their patients to the required 
subspecialty care; consequently, disparate outcomes are produced as the labyrinth halts their 
progress.  Despite numerous professionals in the medical community who provide care 
regardless of insurance status, the implications are profound and, from an economic perspective, 
complicated. 
  Unfortunately, the underinsured patient populace’s voices have been mostly muted within 
the pool of literature accessed by the medical community, which comprises physicians who 
provide the care and administrative executives who manage the finances and write the policies 
that may hinder or halt access to care within the labyrinth.  In an effort to understand 
socioeconomically disadvantaged patients’ experiences with attempting to obtain routine and 
emergent medical care, the overarching purpose of this study was to provide a platform to hear 
the silenced voices and learn from the individuals who have been subjected to differential 
treatment on the frontstage and backstage.  The voices of the patients brought to life the hurt, 
pain, struggles, and triumphs and produced implications for health care practitioners on the local, 
state, and federal levels. 
No Margin, No Mission 
 On a local community-based level, clinics, hospitals, and health systems must return to 
the core purposes—their missions—that are highlighted in their foundational premises.  There is 





and that is to take care of communities.  However, with economic forces continually eroding 
hospitals’ abilities to generate bottom lines, the overriding focus is on how to keep businesses 
going, and missions have been slowly prefaced by a fiscal focus.  Talented financial officers 
underscored this throughout my career by telling me, “No margin, no mission.”  Nevertheless, as 
told through the stories of the patients who participated in this study, to ensure a margin in 
perpetuity, blanket policies implemented without notice have sacrificed the caring-for-a-
community aspect of the missions.  With this stated, local health care providers should place an 
asterisk after their missions to signify that the missions apply only to those with adequate 
insurance coverage, or, alternatively, trustees, executives, physicians, clinicians, and employees 
can return to their missions and begin looking for solutions that ensure members of their 
communities are not left behind from a health care perspective.  
 The return to mission-based care is not without consequence; however, executives, 
physicians, and scholar practitioners must partner with their communities to find creative 
solutions for the no-margin, no-mission Gordian knot that has bound access to health care 
services for the socioeconomically disadvantaged.  Furthermore, in an effort to extend voices to 
create care mechanisms that are accessible, empathic, and respectful, partnerships must include 
participation of those with no insurance or underinsurance.  However, the voices of the 
disadvantaged cannot stop at the community level; on the contrary, these voices must be 
connected from community to community in order to create the grassroots effort required to be 







The Blueprint for Change 
 The blueprint for change will start when one community captures the voices and tells the 
stories of the underserved; however, local care providers and health care teams must embrace 
this because the intent is not to condemn.  On the contrary, the intent is to provide new 
knowledge and highlight what we know intuitively—that health care has become a business, and 
the margin trumps the mission.  Nevertheless, the bottom-line ramification that the labyrinth 
becomes more complex based on insurance status and financial means requires more study, and 
the results and stories must be extended to those in positions to make decisions and promote new 
policies at all levels.  Some of this work has already started.  For example, FQHCs receive 
federal grant dollars to provide care to the underserved, and one participant in this study praised 
managed Medicaid because it provided her with access to physicians who chose to participate.  
However, this is a piecemeal solution that leave miles and miles of uncovered geography and 
results in a mosaic rather than a clear solution for those who fall outside of the catchment areas. 
 For the communities without a solution, empowering a community champion led by 
executives, physicians, clinicians, and staff members in collaboration with community leaders 
and, most important, patients, presents an opportunity to learn and extend the new knowledge 
and positive momentum to other impacted health care service areas.  Will the patients 
participate?  My experiences conducting this study compel me to answer with a resounding 
“Yes.”  The participants were so gracious and thankful to have a platform to extend their voices, 
and they wanted to ensure that their bad experiences do not happen to someone else.  With this 






From a health care perspective, we are a system for the haves, meaning that those with 
commercial insurance are more likely to experience fewer obstacles; essentially, those with the 
personal financial means to have “good” insurance do not encounter obstacles, and the labyrinth 
becomes a short, linear, unobstructed path as the health care business welcomes those who can 
ensure full payment for services.  How will the grassroots effort start?  This study has taught me 
the power of N = 1, meaning that efforts begin with a single individual who is willing to look for 
partners and find the voices of those who have been marginalized and gone without care because 
they could not enter or their progress was halted within the labyrinth of care. 
HealthStories.org 
 What role will I play in orchestrating the change that must occur to ensure that everyone 
seeking care receives a labyrinth-free experience marked by empathy, compassion, and respect 
regardless of socioeconomic standing?  It starts with what I have learned through this study.  I 
have learned that the voices of a few can be powerful if provided an opportunity to be heard.  I 
have learned that those with lesser insurance face a stigma that is self-imposed or imposed by 
those in the health care industry, and this results in differential treatment.  I have learned that if 
able to enter the labyrinth, socioeconomically disadvantaged individuals will face numerous 
unpredictable obstacles and stoppages that will hinder or halt their care and will result in 
disparate outcomes and an emotional toll on the patients and those attempting to help them 
navigate the evolving financially focused maze.  Most important, I have learned about the 
good—there are numerous individuals in the medical community who are donating their time, 
talents, and training to make a difference in the lives of the underinsured.  
I disagree that nothing can be done in this no-margin, no-mission environment, and 





platform to amplify the voices marginalized by health insurance statuses.  On October 20, 2013, I 
purchased the website domain name for HealthStories.org.  Why?  I took this action because 






















































Appendix A: Terminology Definitions 
Term Abbreviated Definition Relevance 
Access 
 
A patient’s perception of the 
interaction with a physician and the 
physician’s acceptance of the patient 
based on socioeconomic status 
Patients may be treated 
differently or excluded from 
seeing a physician based on 
ability to pay. 
 
Centers for Medicare & 
Medicaid Services 
(CMS)  
Provides the regulatory oversight for 
the Medicare and Medicaid programs 
 
CMS policy or funding could 





Group of insurances, generally 
provided through employment, that 
provide and pay for health care 
services 
 
While contrasting the issue of 
access and care/treatment 
outcomes for the underinsured 
(including Medicaid), the 
commercially insured are the 
benchmark. 
 
Discrimination Stereotyping and/or grouping 
together individuals, which results in 
targeted differential treatment and/or 
oppressive practices 
 
The critical research review is 
founded on the following 
question: Does socioeconomic 





A health care location that is open 24 
hours per day for urgent and 
emergent conditions and cannot turn 





health care access, patients 
may turn to the only treatment 
location that cannot, by law, 
turn them away. 
Fee Schedule 
 
A predetermined payment rate for 
physician services 
 
Low fee schedules, such as 
Medicaid, could limit access 





Unequal access to health care 
services, which results in an 
avoidable negative health outcome 
 
Searching for access and 
avoidable outcomes (i.e., 
disparities) may correlate a 




A state and federally funded 
insurance for individuals and families 
with limited means (i.e., 133% of the 
federal poverty level) 
 
Medicaid payments are less 
than commercially insured 
payments, and this could lead 





Term Abbreviated Definition Relevance 
Outcomes 
 
The health-status result of an 




based on insurance status, may 
be found in the inequitable 






The professional setting where a 
physician and all professional and 
supporting staff members treat 
patients 
 
If discriminatory policies are 
in place (e.g., segregating all 
Medicaid patients to a single 
day), they will be carried out 





Employment circumstances and 
income that impact a patient’s ability 
to pay for health care services 
 
The perception of a patient’s 
ability to pay, based on 
insurance, employment status, 
or income, may impact his or 
her ability to receive health 
care services. 
 
Underinsured A lack of adequate insurance 
coverage to pay for health care 
services 
Underinsurance could result in 
patients being grouped 
together and treated 
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Appendix D: Informed Consent for Research 
Antioch University 
 
Ph.D. Program in Leadership and Change 
 
CONSENT TO PARTICIPATE IN RESEARCH 
 
 
Study Name:  
 






Student/Principle Investigator:  
 
Name:  Thomas Crawford, MBA, FACHE 
Phone:  352-284-7717 (Cell) 
Email:  tcrawford1@antioch.edu  
 
You are invited to take part as a participant in this dissertation study.  This form tells you why 
this research study is being conducted, what will happen in the research study, possible risks and 
benefits to you, your choices, and other information that is important for you to be aware of.  If 
there is anything that you do not understand, please feel to ask any questions.  Last, you can take 
as much time as you need to decide if you want to participate in the study. 
 
A1. INTRODUCTION—Why are we asking you to participate in this study? 
 
You are being invited to participate in this interview because you are (circle one) underinsured/a 
physician.  The student/principle investigator is gathering data on the obstacles that the 
underinsured face while attempting to obtain health care services and the physicians’ 
perspectives on the documented challenges.  With this stated, your experiences will help further 
the understanding of the challenges. 
 
The student/principle investigator conducting the interview(s) is Thomas Crawford, MBA, 
FACHE.  “Tom” will conduct the interview in a convenient, private, uninterrupted, and mutually 
agreed upon place that is convenient for you.  Tom will ask you a series of questions related to 
you and your experiences/perspectives on the challenges of obtaining health care services.  
Additionally, as the interview progresses, Tom will ask how you felt during this period of time 
and will ask clarifying questions that will allow him to understand your unique context and/or 
perspective.  You are free and encouraged to refuse to answer any question that makes you 
uncomfortable for any reason and at any time.  You are also free to stop the interview at any time 






A2. Do I have to participate in this study? 
 
You can decide whether to take part in this study.  You are free to say yes or no.  Even if you 
join this study, you do not have to stay in it.  You may stop at any time.  Again, you are 
encouraged and empowered to say no, to stop your participation, or to discontinue for any 
reason. 
 
A3. Why is this original research being conducted? 
 
The information collected in the interview(s) will provide new knowledge and will create an 
avenue for understanding the challenges faced by underinsured patients who attempt to receive 
health care services or the perspectives of the physicians who treat underinsured patients.  
 
The dissertation research question is as follows:  
 
What are the experiences of the underinsured in attempting to obtain routine and emergent 
medical care in the United States? 
 
B1. What will happen if I take part in this study?   
 
Tom will ask you a series of questions related to your experiences, perspectives, and/or thoughts 
on the obstacles facing the underinsured. 
 
B2. How long will I be enrolled/participating in this study? 
 
You will be interviewed between one and three times, and once Tom has all the information 
required for the dissertation, you will be released from the study.  However, please remember 
that your participation is voluntary, and you can stop at any time. 
 
B3. Can I stop my participation in this study?   
 
You are free to stop this study at any point in time, and you do not need to provide a reason. 
 
C1. What are the risks associated with my participation? 
 
The interview questions may evoke feelings or emotions based on your experiences or opinions.  
We can stop the interview at any time you feel uncomfortable, we can reschedule, or you do not 
have to continue. 
 
Another risk may be loss of confidentiality.  Every effort will be made to keep your study 
information confidential.  With this stated, all audio recordings will be on password-protected 









C2. What are the benefits of my participation? 
 
See D2 below.  Additionally, you will help create new scholarship by expanding the knowledge 
of the obstacles of the underinsured who attempt to obtain health care services. 
 
D1. Are there any costs associated with my participation in this study? 
 
There are no costs to you for participating in this study. 
 
D2. Will I be paid for my participation in this study? 
 
You will be paid an honorium of $75 per hour for your participation in this study. 
 
D3. Will I be provided with information on the findings of this study? 
 
You will be invited by Tom to read your portrait and/or feedback, and underinsured participants 
will be invited to a final meeting to discuss the findings of the study with other underinsured 
participants. 
 
D4. Who can answer my questions about this study? 
 
Tom can answer any questions you may have about the interview. 
 
D5. Who should I contact if I have concerns about this study? 
 
If you have any concerns about this project, please contact Professor Carolyn Kenny, Ph.D., 
Chair, Institutional Review Board, Antioch University Ph.D. in Leadership and Change, Phone: 
805-618-1902; email: ckenny@antioch.edu. 
 
 
CONSENT TO PARTICIPATE IN THE STUDY 
 
By signing my name below, I confirm the following: 
 
• ___I have read (or had read to me) this entire consent document.  All of my questions have  
been answered to my satisfaction. 
• ___The study’s purpose, procedures, risks, and possible benefits have been explained to me.   
• ___I agree to let the Tom use and share the information gathered for this study. 
• ___I voluntarily agree to participate in this research study.  I agree to follow the study  
procedures as directed.  I have been told that I can stop at any time. 









You will receive a signed and dated copy of this Informed Consent for Research form.  Please 
keep it where you can find it easily.  It will help you remember what we discussed today. 
 
 
   
Participant's Name  
(please print)  
 








               
__ I participated in the consent  
     process. 
 
__ I acknowledge enrollment of  
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